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Abstract
THE CONTRIBUTION OF TRAIT EMOTIONAL INTELLIGENCE TO THE
RELATIONSHIP BETWEEN CHILDHOOD ADVERSITY AND
PSYCHIATRIC SYMPTOMS IN ADULTHOOD
By
Aura-Maria Morales, MA., MPhil
Advisor: Professor Sasha Rudenstine
Trait emotional intelligence (TEI) has been found to be an important predictor of
and protective factor against psychopathology, including psychopathology in the context
of trauma (Hofman et al., 2016; Rudenstine & Espinosa, 2018). The long-established
empirical investigation of the relationship between trauma and psychopathology has
brought attention to the significance of adverse childhood experiences (ACEs). Similarly,
recent literature has honed in on how important aspects of a person’s development such
as their attachment style and the culture within which their development is embedded,
can mutually inform their development of TEI. This dissertation is an attempt to derive a
greater understanding of the mechanisms through which ACEs have an impact on mental
health functioning. Additionally, it aims to explore the combined effect that TEI and
psycho-cultural factors such as acculturation and mental health stigma (MHS) can have
on mental health functioning.
Participants in the clinic sample (N = 340) of this study are clients who were
seeking services at a community-based mental health clinic in Northern Manhattan, New
York City (NYC). Participants in the student sample (N = 200) are undergraduate
students at an urban public university in NYC. Participants completed self-report
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measures of TEI, psychiatric symptoms, ACEs, MHS, relationship attachment, perceived
social support (PSS), and acculturation.
Across samples, correlation analyses showed that psychiatric symptoms had the
strongest association with TEI than was seen with any of the other variables.
Additionally, acculturation was not significantly correlated with any of the other
variables. In the clinic sample, ACEs were negatively correlated with PSS and positively
correlated with MHS, neither of which was the case in the student sample. Similarly,
psychiatric symptoms were positively correlated with MHS and attachment avoidance
and anxiety in the clinic sample. In the student sample, psychiatric symptoms were
positively correlated with attachment avoidance and anxiety, not MHS. Participants in the
clinic sample had significantly higher levels of ACEs and psychiatric symptoms, and
significantly lower levels of TEI than participants in the student sample.
In the clinic sample, ACEs were indirectly related to psychiatric symptoms;
greater ACEs were associated with higher attachment anxiety and lower TEI, which in
turn were associated with greater psychiatric symptoms. In the student sample, ACEs
were also indirectly related to psychiatric symptoms. However, greater ACEs were only
associated with lower TEI, which in turn were associated with greater psychiatric
symptoms. Mental health stigma and TEI predicted psychiatric symptoms in the clinic
sample. However, TEI predicted a greater portion of the variance above and beyond
MHS. Only TEI predicted psychiatric symptoms in the student sample. These findings
indicate that helping to bolster patients’ TEI can serve as a protecting factor against adult
psychopathology in the context of childhood adversity and against psychiatric symptoms
in general.
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The Contributions of Intrapersonal, Interpersonal, and Sociocultural Factors to the
Relationship Between Childhood Adversity and Psychiatric Symptoms in Adulthood
Chapter 1: Introduction
There are a multiplicity of factors at the root of mental health conditions
(American Psychiatric Association, 2013). Biology-based temperamental differences,
environmental stressors and support systems, and the culture within which these
processes are embedded have all been recognized as playing significant roles in mental
health outcomes. Not to mention, exposure to ACEs or potentially traumatic events over
the life course make one vulnerable to a range of psychiatric disorders in the short- and
long-term. For the purposes of this study, it will be helpful to consider risk and protective
factors organized around three levels: intrapersonal, interpersonal, and sociocultural.
Intrapersonal factors consist of psychological constructs associated with individual
differences, such as personality, emotional intelligence, and attachment style. Factors on
an interpersonal level refer to elements of our social experiences: communications and
interactions with other people, including ACEs and PSS. The sociocultural level
encompasses experiences that are directly and indirectly shaped by the culture, values,
and beliefs of the systems in which we live and operate (i.e. society at large, family,
work, school, etc.), including acculturation and MHS. While there has been considerable
attention given to each of these variables, little has been done to understand the
intersection and interaction of these factors on mental health across the lifespan.
Investigation into these relations is warranted and likely to inform clinical practice and
prevention efforts to improve psychological health.
Trait emotional intelligence (TEI) refers to a person’s perception, understanding,
and managing of emotions in self and others and problem-solving accordingly (Hofman
1

et al., 2016). TEI has been found to play a critical role in the development of flexible and
adaptive coping strategies in the face of adversity, which then comes to serve as a
protective factor against psychopathology (Rudenstine & Espinosa, 2018; Hunt & Evans,
2004; Baudry et al., 2018; Mikolajczak et al., 2009; Mikolajczak et al., 2006; Nelis et al.,
2011; Hofman et al., 2016; Kwako, Szanton, Saligan, & Gill, 2011; Armstrong et al.,
2011). There is a growing body of literature exploring ethnic differences in levels of TEI
as well as the factors that may underlie these differences (Martines, Fernández-Berrocal,
& Extremera, 2006). First, cultural and ethnic values that directly and indirectly inform
the perception and understanding of emotions in self and others have been found to be
associated with the level of TEI among adult samples (Martines et al., 2006). Second,
degree of acculturation has been found to moderate differences in psychological distress
among racial/ethnic populations in the United States (Bratter & Eschbach, 2005). Third,
MHS has been found to be associated with mental health help-seeking behaviors
(Schnyder, Panczak, Groth, & Schultze-Lutter, 2017). These findings highlight the
pivotal role that psycho-cultural variables play in our understanding of TEI and mental
health outcomes subsequent to ACEs.
The purpose of the current study is to extrapolate on the individual and important
relationships that have been identified between the aforementioned variables and mental
health. In this manner, this dissertation study is an attempt to further understand the
intersecting and collective impact that these variables have on mental health.
Accordingly, the aims of this dissertation are multifold. First, to compare and contrast the
profiles of two samples: Treatment-seeking clients at a community-based, low-fee
outpatient mental health clinic located in Northern Manhattan, New York City (NYC)
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(the clinic sample) and an Urban public university sample, also in Northern Manhattan,
NYC, comprised of undergraduate students (the student sample). Second, to explore
potential differences in TEI, ACEs, and psychiatric symptoms between the two samples.
Third, to assess the effect of ACEs on psychiatric symptoms explained by attachment,
TEI, and PSS in each sample. Fourth, to explore the contribution and possible combined
effect of TEI, MHS, and acculturation on psychiatric symptoms in each sample.
History of Emotional Intelligence
Emotional intelligence (EI) is a construct that has been investigated for a long
time and many researchers define it differently. It is also greatly debated as to whether it
is a learned skill, a personality trait, or both. Regardless, emotional intelligence is
understood to be the process by which thoughts, logic, intuition, and feelings jointly
inform problem solving and decision making (Brackett, Rivers, & Salovey, 2011).
Although contemporary scientific interest in emotional intelligence as a
psychological construct was brought to the forefront by current theorists (Petrides, 19982016; Brackett et al., 2011; Zeidner, Matthews & Roberts, 2009; Mayer et al., 2011),
scholars have been studying this construct for the greater part of the twentieth century;
and the historical roots of this wider area have been traced back to Charles Darwin’s
description of emotional-social intelligence in 1872 (Bar-On, 2006, p. 1). Since Darwin,
emotional intelligence has been represented in numerous ways. Thorndike spoke of social
intelligence as the capacity to learn to recognize, understand, label and measure socially
competent behavior (Bar-On, 2006). In this vein, the first cognitive intelligence test
(Wechsler-Bellevue Intelligence Scale) captured domains of social intelligence1 in two of

1

The author of this paper writes “in an attempt to assess domains of social intelligence”
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the subtests: (i) the Comprehension subtest assessed social awareness and (ii) the Picture
Arrangement subtest assessed the ability to understand antecedents and consequences of
events involving human characters and interactions (Campbell & McCord, 1999).
Related, the definition incorporated the purpose and implications of interpersonal
behavior for effective adaptability (Bar-On, 1996).
Michael Beldoch (19642) honed in on the topic of emotional sensitivity, which
subsequently led him to discuss the concept of emotional intelligence. His
conceptualization of emotional sensitivity included “the ability to identify
communication of emotions in terms of a symbolic ability, related to but different from,
the usual measures of intelligence;” this definition adopted the lens of empathy and other
accounts (i.e. “third ears”) (Beldoch, 1964, p. 39). Along these lines, the symbolic
processes required for emotional intelligence rely on a person’s perception or ability to
intuit meaning from contexts or interactions that do not necessarily have a way to be
verified, duplicated or that can be understood via a book of rules that can provide the
individual with guidance or order (Beldoch, 1964). Most recently, Greenspan (1989)
suggested that emotional intelligence refers to self-awareness of internal and external
dynamics at play in the context of relations with others.

because research conducted in 1996 by Campbell and McCord indicated that
performance on these two subtests should be interpreted with caution. Their research
indicated that “the Comprehension subtests is identified as possessing inadequate subtest
specificity for ages 16-24” (p. 245) and “Picture Arrangement is not a superior predictor
of nonverbal cue interpretation abilities...In addition, social cue interpretation is only one
component of social information processing and does not necessarily translate into skilled
social behavior” (p. 247).
2 As it appears in Davitz, 1964.
4

Emotional Intelligence Schools of Thought: Ability vs. Trait vs. The Tripartite
Model of Emotional Intelligence
There are three dominant conceptualizations of EI. First, ability EI refers to one’s
emotion-information processing competencies or skills (i.e EI as a cognitive-emotional
ability) (Mayer et al., 1990; Bar-On, 2006; Bracket et al., 2011). Second, TEI refers to
one’s underlying emotion-information processing-related personality traits. Third, the
tripartite model posits that there are three levels to emotional intelligence: knowledge,
abilities, and traits (Mikolajzak et al., 2009). Generally speaking, there is a consensus
among the three schools of thought on the definition of emotional intelligence, which
refers to a person’s perception, understanding, and managing of emotions in self and
others and using emotions accordingly for problem solving (Hofman et al., 2016).
Emotional Intelligence as a Trait
Different from ability EI which speaks to one’s ability to process emotional
information (Mayer et al., 1990; Bar-On, 2006; Bracket et al., 2011;), Petrides (1998)
argues that EI is a personality trait with which people are born. This personality construct
consists of our perceptions of our inner world; our emotional abilities and dispositions
located at the lower levels of personality hierarchies (Siegling et al., 2015). An alternative
label for the same construct is ‘trait emotional self-efficacy’
(www.psychometricslab.com).
According to Petrides (2009), there are four main factors of trait emotional
intelligence (TEI): emotionality, self-control, sociability, and well-being. These four
dimensions, along with global TEI, have been shown to have temporal stability congruent
with the stabilities of broad personality dimensions in the absence of targeted
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interventions. Nevertheless, recent studies have demonstrated that TEI is “amenable to
training and optimization” (Petrides, Gomez, & Perez-Gomez, 2017, p. 1130; McIlvain et
al., 2015; Nelis et al., 2011; Ruttledge & Petrides, 2012). Self-report measures of TEI
assess self-judgments of an individual’s accuracy at perceiving their own and others’
emotions (Brackett et al., 2011).
The current study employs the perspective proposed by Petrides (1998; 2017) and
will continue to refer to the construct of trait emotional intelligence as “TEI.”
The Development of Trait Emotional Intelligence: A Psychodynamic
Explanation
Regardless of the way that emotional intelligence is conceptualized (ability vs.
trait), it can be argued that the fostering of TEI relies, in part, on emotionally responsive
caregiving offered by primary figures in our lives. Fairbairn (1994) suggests that the
subject-object relationship forms a foundational part of psychic structure and
simultaneously serves as a critical platform for an individual’s development of the
capacity for language, symbolization, and rational thought.
In general, having a secure attachment style between a child and a caregiver
allows the child to experience “protection from over-stimulation and threat. It also
teaches social interaction and other life skills, enables both physiological and
psychological development and regulation, and provides the foundation for healthy
development, a secure base from which the child explores the world and to which she
returns for refuge when overwhelmed or threatened in some way” (Pearlman & Courtois,
2005, p. 451). From an Object Relations theoretical perspective, through these types of
interactions the child is able to internalize a concept of the self and significant others
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mediated by the affect between them (Klein, 1959; Clarkin, Yeomans, & Kernberg,
2006). These concepts form the foundation of identity and personality organization,
which also give rise to an integrated system of ethical values or superego (Clarkin et al.,
2006).
In this manner, these fundamental cognitive-affective processes are mirrored and guided
via scaffolding within the confines of a secure attachment. When emotionally attuned and
responsive caregiving is unavailable, it could become difficult for a child and
consequently an eventual adult to have a clear sense of self and of the other. This lack of
clarity can potentially lead to negative effects in personality structure, interpersonal
relationships, and subsequent mental health (Clarkin et al., 2006).
Trait Emotional Intelligence and Psychological Health
Interest and scientific research on the role that EI plays in an individual’s overall
well-being has proliferated over the past 20 years, especially as it has come to be
understood as a key factor not only at an intrapersonal level but also at an interpersonal
level (Brackett et al., 2011). For example, people who obtain high scores on the
emotionality factor are able to readily access their feelings and those of others by
accurately perceiving them and expressing them accordingly. These qualities
subsequently allow them to establish and maintain close relationships with important
others. On the other hand, people who obtain low scores on the emotionality factor have a
difficult time recognizing their internal states and expressing them to others, which could
potentially lead to less satisfactory interpersonal relationships (Petrides, 2009).
Additionally, specific interest in TEI has emerged “in the broader field of personality,
with promising applications in clinical psychology” (Petrides et al., 2017, p. 1131).
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The relationship between TEI and psychological health has been well documented
in empirical studies (Petrides et al., 2017; Baudry et al., 2018; Mikolajzak et al., 2015).
This section will briefly review the mechanisms underlying this relationship. First, the
capacity to process emotional experiences is strongly predictive of psychological health
(Rudenstine & Espinosa, 2018; Espinosa & Rudenstine, 2019). Rudenstine & Espinosa
(2018) found that for adults in a clinical sample who had experienced lifetime trauma,
TEI explained more of the variance in psychiatric symptoms such as depression, anxiety,
and somatization than the history of trauma itself or any other predictor variables (i.e.
income, education). One explanation for this finding is that difficulty identifying one’s
feeling state combined with the inability to symbolize with words or images results in the
manifestation of psychiatric symptoms (Rudenstine & Espinosa, 2018).
Second, negative self-perceptions on attributes encompassed by TEI, such as low
scores on trait optimism (i.e. perceiving oneself as not being able to look on the bright
side of life), emotion management in others (i.e. perceiving oneself as not being able to
deal effectively with people), and emotion regulation (i.e. perceiving oneself as having
difficulty in regulating one’s emotions) have been found to be fundamental in the
development and maintenance of psychopathology (Petrides et al., 2017). In a study
conducted by Petrides et al., (2017), it was found that negative emotional perceptions
were stronger predictors of psychopathology than either or both lack of awareness (i.e.
mindfulness) and irrational beliefs (i.e. demand for approval, anxious over-concern,
problem avoidance, etc.) in a clinical sample of adults (Petrides et al., 2017, p. 1130).
One explanation for the role of negative self-perceptions is the individuals’ lack of belief
in their capacity, competence or efficacy to withstand and manage stress. These negative
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self-perceptions further affect individuals’ cognitive-emotional processing of emotional
information and the coping strategies they call upon to deal with said perceptions. For
example, adolescents with significantly lower TEI are more likely to use self-harm as a
means of coping with rumination, self-blame, and helplessness than adolescents with
higher levels of TEI (Mikolajzak et al., 2009). In this manner, emotional coping was
found to mediate the relation between TEI and self-harm (Mikolajzak et al., 2009).
Therefore, how a person copes with emotional difficulties depends in part on their
perception and understanding of their emotions and their emotional competencies.
Furthermore, maladaptive cognitive-emotional processes and methods of coping can
result in a vicious cycle that further encumbers TEI and subsequently, mental health.
Third, given that many psychiatric disorders are considered disorders of emotion
regulation (Gross & Munoz, 1995; Rudenstine & Espinosa, 2018; Espinosa & Rudenstine
2019), it is not surprising that the capacities to label and regulate emotions adaptively and
effectively are strongly associated with psychological health (Hunt & Evans, 2004; Nelis
et al., 2011; Hofman et al., 2016, Rudenstine & Espinosa, 2018; Espinosa & Rudenstine
2019;). Interventions designed to improve one’s ability to identify one’s and others’
emotions, understand and regulate one’s and others’ emotions, and use positive emotions
to foster well-being report better mental health, life satisfaction, and global social
functioning six months post-intervention (Nelis et al., 2011). Related, interventions
targeting TEI have the potential to alter personality traits such as extraversion,
agreeableness, and neuroticism (Nelis et al., 2011).
Fourth, TEI has been found to impact psychological health through an
interpersonal channel. Specifically, studies have found TEI to be strongly correlated with
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positive peer relations, socioemotional competence, better social and marital
relationships, and PSS (Petrides et al., 2017; Nelis et al., 2011; Zou, 2014). The benefits
of TEI for interpersonal well-being indicate its potential to help serve as a protective
factor against psychopathology, including mental health sequelae of potentially traumatic
events.
Overall, the impact of TEI on mental health is related to how accurately and
effectively one is able to identify their emotional reactions, how capable or efficient one
perceives themselves to be at regulating the emotional reactions that are identified (i.e.
how in control does one feel of their emotional experiences) in addition to actually being
able to regulate one’s emotions through adaptive coping mechanisms (Rudenstine &
Espinosa, 2018). These TEI processes “overpower the contribution of sociodemographics and the experience of trauma on the development of depression, anxiety,
and somatization symptoms in the context of trauma” (Rudenstine & Espinosa, 2018, p.
11). Therefore, TEI is both a predictor of mental health and a protective factor against
psychopathology.
Previous research has indicated the numerous ways in which TEI can serve as a
mental health buffer. However, in order to understand how TEI can serve as a protective
factor against psychopathology in the context of trauma, we must explore the
neuropsychological and socioemotional processes implicated in the aftermath of
experiencing potentially traumatic events. Then, we will be able to understand how TEI
can protect or at least help support the mental health of trauma survivors.
Adverse Childhood Experiences, Trait Emotional Intelligence and Mental Health
Implications

10

Historical View of ACEs and Mental Health: “The
Talking Cure”
The psychological and physical sequelae resulting from trauma experienced in
childhood were initially brought to the forefront of neurology and psychiatry in the mid
1890’s by Jean-Martin Charcot, Sigmund Freud, Joseph Breuer, and Pierre Janet
(Herman, 1992/2015). After dedicating their time to observe, describe and listen to their
hysteric female patients, women who presented with a variety of symptoms ranging from
motor paralyses and sensory losses to nervousness, irritability, and amnesias, this group
of men concluded that the clinical presentation of hysteria or “the Great Neurosis” was
purely psychological (Herman, 1992/2015), as there were no other medical explanations
for their symptomatology.
As Freud began to follow the ‘thread of memory’ with his female patients, as
Breuer’s patient Anna O put it, Freud found himself inevitably exploring the sexual lives
of women, which included narratives of sexual assault, abuse, and incest (Herman,
1992/2015). These major traumatic narratives, however, were masked under current,
relatively inconsequential encounters that had actually provoked the onset of hysterical
symptoms (Herman, 1992/2015). By 1896 Freud published The Aetiology of Hysteria, a
report on eighteen case studies where he stated that he believed he had found the source
(Herman, 1992/2015). Freud added, “‘I therefore put forward the thesis that at the bottom
of every case of hysteria there are one or more occurrences of premature sexual
experience, occurrences which belong to the earliest years of childhood, but which can be
reproduced through the work of psycho-analysis in spite of the intervening decades”
(Herman, 1992/2015, p. 13). While “both Janet and Freud recognized that the somatic
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symptoms of hysteria represented disguised representations of intensely distressing
events which had been banished from memory” (Herman, 1992/2015, p. 12), they also
concluded that hysteric women’s symptoms resulted from their experiences of
unrelenting violence and sexual assault in their lives, especially in their childhood
(Herman, 1992/2015).
Following Janet’s beliefs that his female patients’ psyches were governed by
“subconscious fixed ideas” and Freud and Breuer’s beliefs that their patients suffered
from “reminiscences,” their investigations also led them to discover that being able to
remember and verbally label traumatic sexual abuse experiences and the intense feelings
associated with them assuaged hysterical symptoms. The act of putting these experiences
into words, or symbolizing them, was labeled “psychological analysis” by Janet and
“abreaction” or “catharsis” by Breuer and Freud. The latter later called it “psychoanalysis” (Herman, 2015) and Anna O referred to it as “the talking cure” (Herman,
1992/2015, p. 12). It is within this historical framework that the importance of the
fostering of emotional intelligence is highlighted. The work of the theorists
aforementioned began to show us that putting traumatic experiences into words or
symbolizing them while simultaneously bringing them to a conscious state help allay the
psychosomatic symptoms resulting from repressed, unprocessed, un-integrated, and
unelaborated traumatic experiences.
Epidemiology of ACEs
Adverse childhood experiences are often categorized into three groups: physical,
sexual, and emotional abuse. Broadly speaking, abuse is defined as “any behavior that is
designed to control and subjugate another human being through the use of fear,
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humiliation, or verbal or physical assaults” (Gavin, 2011, p. 504). Physical abuse entails a
non-accidental act that results in physical injury, such as unreasonably severe or
unjustifiable corporal punishment (American Society for the Positive Care of Children,
2018). Emotional abuse is psychological rather than physical, “including verbal abuse,
constant criticism, intimidation, manipulation, and a refusal to be pleased” (Gavin, 2011,
p. 504). Sexual abuse refers to “maltreatment, violation, and exploitation of the child in
sexual activity to provide sexual gratification or financial benefit to the perpetrator”
(American SPCC, 2018).
In the 27th report prepared by the Children’s Bureau (Administration on Children,
Youth and Families, Administration for Children and Families) of the U.S. Department of
Health and Human Services, there were an estimated 676,000 children who were
considered victims3 of child maltreatment in 2016 (abuse and neglect) (U.S. Department
of Health and Human Services, 2018). Of these children, 74.8% were neglected, 18.2%
were physically abused, 8.5% were sexually abused, and 6.9% experienced types of
maltreatment categorized as “other,” such as threatened abuse or neglect, drug/alcohol
addiction, and lack of supervision (U.S. Department of Health and Human Services,
2018). Therefore, adverse childhood experiences, and in particular the three
aforementioned types of abuse, are prevalent in the US. Moreover, high rates of abuse
among a US child population increases the likelihood that future adult populations will
suffer a complex presentation of psychopathology.

3

“A victim is defined as a child for whom the state determined at least one maltreatment
(emotional, sexual, or physical abuse) was substantiated or indicated.” (US Department
of Health and Human Services, 2018, p. 18).
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Previous research has demonstrated that early life trauma frequently results in
detrimental mental health outcomes over the life course, such as those related to
“neurological changes, somatoform symptoms, emotional dysregulation, interpersonal
problems, behavior problems, and psychiatric disorders” (Rudenstine & Espinosa, 2018,
p. 3; Briere & Spinazzola, 2005; Ford et al., 2006; Kwako et al., 2011; Marusak, Martin,
Etkin, & Thomason, 2015; McElroy & Hevey, 2014; McLaughlin et al., 2010; Teicher &
Samson, 2016). There is also a direct link between having adverse experiences in
childhood and exposure to potentially traumatic events throughout the lifespan (Gavin,
2011; Hetzel-Riggin & Meads, 2011). In this manner, survivors of childhood
maltreatment often have to learn how to manage and cope with the subsequent enduring
disadvantages that arise in the aftermath of the abuse in terms of psychological
adjustment and adaptation in later life (Gavin, 2011).
ACEs and Their Mental Health Implications Over the Life Course
Previous research has indicated that childhood emotional abuse perpetrated by
parents has the largest negative contribution to perceived adult health (Gavin, 2011).
Additionally, it has been suggested that emotional abuse that occurs secondary to sexual
and/or physical abuse may be more detrimental to mental health outcomes over the life
course than are sexual and/or physical abuse alone (Gavin, 2011). Developmentally,
during early childhood and adolescence, an individual’s sense of trust, autonomy,
independence, and overall identity is forming (Erikson, 1968). Experiencing any type of
abuse during these critical stages of development has been found to result in greater risk
for psychopathology in adulthood (Gavin, 2011).
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The Object Relations and Attachment theoretical perspectives propose that
instead of developing a coherent and empowered sense of self through the internalization
of safe, predictable, and caring significant others, children who have experienced
maltreatment are likely to have representations of the self as bad, helpless, deserving of
maltreatment, or undeserving of love and acceptance, and of others as punitive or
powerful (Gunderson & Sabo, 1993; Courtois & Ford, 2013). These representations
inform how the child anticipates future experiences and encounters to unfold as well as
their own goals and reactions. More globally, the attachment style of children with a
history of adverse experiences is often characterized by insecure attachment, represented
by the approach-avoidance continuum and a “hyper-alert watchfulness” (Gunderson &
Sabo, 1993, p. 23). Along these lines, a sense of betrayal by caregivers and a loss of
innocence are frequently cited as profound consequences of childhood abuse in addition
to physical injury and harm (Gavin, 2011).
To survive childhood maltreatment, in particular cumulative experiences, children
adapt psychologically to their environment. These forms of psychological adaptation
result in consolidated compromise formations or coping patterns that would likely be
maladaptive in other, non-traumatic contexts (Gunderson & Sabo, 1993). These coping
patterns include engaging in lower level defenses such as denial when it is no longer
developmentally indicated.
In general, exposure to potentially traumatic experiences, especially at an early
age, can be detrimental to an individual’s psychological and physical well-being. Recent
research findings suggest that exposure to ACEs is not only associated with earlier age of
onset for physical and psychological illness in adulthood, but it is also associated with
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“significantly increased risk for cardiovascular disease, lung disease, asthma, and
emotional, nervous, or psychiatric disorders in later life” (McCrory et al., 2015, p. 692).
What Happens When Traumatic Experiences Occur and How are TEI and
Attachment Involved?
According to Herman (1992/2015) traumatic events are characterized by the
experience of “threat to one’s life or bodily integrity, or a close personal encounter with
violence and death” (p. 33). Individuals who experience traumatic events find that their
actions or attempted actions at protecting themselves are of no avail, which leads to the
common set of psychological experiences at the core of psychological trauma, “intense
fear, helplessness, loss of control, and threat of annihilation” (Herman, 1992/2015, p. 33).
A growing body of literature has documented the profound and lasting bio-psychosocial
changes that result from the experience of traumatic events, such as those characterized
by Post Traumatic Stress Disorder (Dutra & Sadeh, 2018; Herman, 1992/2015).
At a cognitive-emotional level, functions related to neuropsychological processes
such as memory, cognition, and emotion become overburdened during traumatic events
and are subsequently severed to a point of disorganization and disintegration from one
another (Herman, 1992/2015). These disintegrated processes can result in dissociation
between affect and the recollection of the trauma, or what Bromberg (1998) refers to as a
“thought without a thinker” and an “escape when there is no escape” (p. 200; p. 243). In
this manner, traumatic memories are encoded differently than quotidian events because
the self-unity of the psyche-soma cannot be maintained under the threat of traumatizing
events, resulting in a person’s self-states being dispersed into different “islands of
concreteness” (Bromberg, 1998, p. 200). Consequently, traumatic memories are stored in
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such an amorphous manner that consciousness has not been able to grasp it. Given these
unformulated experiences, the remnants of traumatic events are devoid of clarity,
differentiation, and symbolic representation (van der Kolk, 1996; Simha-Alpern, 2007).
In this vein, individuals who experience an event as traumatizing may not have a
coherent memory of the event or may remember the event itself without affect despite
experiencing intense emotions throughout the exposure. These post-traumatic symptoms
may leave the individual confused about why they manifest consistent vigilance or
irritability, for example. In this way, “traumatic symptoms have a tendency to become
disconnected from their source and to take on a life of their own” (Herman, 1992/2015, p.
34).
Accordingly, the disintegration and dissociation of neuropsychological and
somatic processes aforementioned and their socioemotional repercussions are intricately
related to the primary functions of TEI. It is through the multifold and simultaneous TEI
processes of (i) self-monitoring; (ii) acquired insight and understanding of our emotions
and behaviors in response to traumatic experiences; and (iii) the application of our
cognitive and emotional understanding via affect-based action-oriented problem solving,
that psychosomatic symptoms begin to be labeled, symbolized, deeply understood
cognitively and emotionally, and progressively alleviated. Thus, while we are gradually
integrating unconscious and conscious cognitive-emotional processes, other functions
that are also at the core of TEI are similarly galvanized, such as affect/emotion
regulation, impulse control, adaptability, and stress management, to mention a few.
As previously mentioned, from a psychodynamic perspective, the deleterious
effects of traumatic experiences on the core structures of personality are profound.

17

However, just as TEI can serve a protective role against the psychopathology that often
results from exposure to adverse childhood experiences, so can attachment styles.
Specifically, securely attached relationships to significant others can potentially serve as
protective factors against, or in the least help assuage, the detrimental psychological
effects of loss and trauma, which can subsequently lead to a healthy adaptation to the
experience (Gunderson & Sabo, 1993). Relatedly, Pinquart et al., (2013) found that
attachment security decreased for children exposed to social risks such as maltreatment.
What is more, insecure attachment styles have been found to be associated with a wide
range of mental health conditions, including mood, anxiety, dissociative, eating and
personality disorders, as well schizophrenia (Dozier, Stovall, & Albus, 2008; Levy et al.,
2015). In this manner, the conceptualization of insecure attachment as fundamentally
polarized into anxious and avoidant attachment styles facilitates a framework through
which possible continuities between early attachment patterns and consequent adult
psychiatric functioning can be elaborated (Blatt & Levy, 2003). Therefore, a thorough
investigation of the interrelated effects of TEI and attachment styles on adult
psychological health in the context of childhood trauma is warranted.
A Culturally Sensitive Perspective on Trait Emotional Intelligence and Mental
Health
The purpose of the following section is multifold. First, it will highlight the
importance of having a culturally sensitive perspective when examining the various
functions that TEI serves, particularly as far as an ethnically diverse population’s mental
health is concerned. Second, it will examine the role that PSS plays in relation to TEI in
the context of trauma and consequent mental health outcomes. Third, it will explore the
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intersection between MHS and mental health. Fourth, it will describe the competing
empirical perspectives on the pros and cons of being acculturated to US culture, and their
implications for mental health.
A Culturally-Sensitive Perspective on Trait Emotional Intelligence
Given disproportionate rates of psychopathology among marginalized populations
in the US and the protective nature of TEI against psychopathology, documenting
differences in TEI across ethnic subgroups is warranted. There is a dearth of research
examining differences in TEI across ethnic and cultural groups within the US, a
multicultural country (Martines et al., 2006). Specifically, the literature to date leaves
unanswered whether Latinx significantly differ in their levels of TEI compared to other
ethnicities and how this may or may not be impacting their mental health (also in
comparison with other ethnic groups). Nevertheless Martines et al., (2006) highlighted an
important ethnic component of TEI in their investigation of three components (attention,
clarity, and repair) of TEI. Attention refers to “the degree to which individuals tend to
observe and think about their feelings and moods” (Martines et al., 2006, p. 320). Clarity
refers to an individual’s “tendency to discriminate between emotions and moods
(Martines et al., 2006, p. 320). Emotional repair refers to “the subject’s tendency to
regulate their feelings” (Martines et al., 2006, p. 320).
The results indicated that there were significant ethnic differences in two of the
three components of TEI among the various ethnic groups studied. Specifically,
Mexicans (living in Mexico) scored lower on the attention and clarity components
compared to the three groups in the US sample (African Americans, Latino Americans
and Whites). Martines et al., (2006) pointed to Mexico’s predominantly collectivistic
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cultural orientation and the high likelihood that dimensions of emotional intelligence
such as attention and clarity (which require a great deal of self-focus) are not emphasized
or encouraged among the Mexican society, especially as it perceives itself as a single
identity (or group).
In this manner, it is possible that cultural values have an effect on an individual’s
internalization of key components of emotional intelligence through the encouragement
and expectations of their society. If there were a collectivistic focus on the well being of a
group as a whole, it would presumably be difficult for members of that group to
individualize and to have an understanding of themselves as psychologically independent
beings. These results emphasize the importance of considering multiple factors, such as
cultural ones, before making inherently biological or skill-based inferences about
differences in emotional intelligence among ethnic groups. After all, the aforementioned
research study indicates that it is not solely about whether people are “born” with these
“abilities” or “skills,” or whether they have the capacity and can choose to apply what
they know.
These findings also indicate that we must take into account how internalizing
certain representations of TEI helps people identify with, belong to, and be embraced by
their respective societies and cultures. As Martines et al., (2006) suggested, it is possible
that acculturation explains in part the differences in the attention and clarity aspects of
TEI between Latin Americans (living in the US) and Mexicans (living in Mexico). For
example, the experience of living in the United States many result in the adaptation of
individualistic-oriented cultural values, which in turn influenced the way they perceived
and learned about emotions.
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Thus, according to individualistic and collectivist cultural orientations, certain
facets of TEI will weigh more heavily than others. For example, according to Hofstede
and Schwartz’s model of the cultural dimensions of individualism versus collectivism,
“individualism is described as an individual’s emotional and autonomous independence
toward groups or organizations. Conversely, collectivism is defined as dependence on
groups of which the individual becomes a part. Its focus is mostly for the benefit of the
collective whole rather than that of self-promotion” (Martines et al. 2006, p. 324). In this
manner, it is possible that for individuals in collectivistic cultures, facets of TEI regarding
the group as a whole, such as social awareness, will be more accessible to them than
assertiveness at the personal level, which would require them to be frank and forthright
about their individual needs.
Furthermore, Fernandez-Berrocal & Extremera (2006) encourage future research
to continue to focus on the cross-cultural validity of emotional intelligence. They state
that “it is not likely that different cultures such as European and Asian cultures use the
same emotional skills. In this sense, correct answers for instruments like the MSCEIT4
should change considering the cultural context where emotional skills are used” (p. 11).
They further support the argument made by Martines et al., (2006) regarding the need to
understand the way culture has an impact on an individual’s ability to label, understand,
and regulate their emotions and the implications of these processes on their social and
emotional adjustment (Fernandez-Berrocal & Extremera, 2006). Consequently, the
results of the study conducted by Martines et al., (2006) indicate that in addition to all of
the components that form the foundation TEI, cultural and ethnic values regarding the
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perception and understanding of emotions in self and others should also form part of the
lens through which TEI is examined.
Attachment, Perceived Social Support, and Trait Emotional Intelligence in the
Context of Trauma and Mental Health Implications
Cross-cultural attachment research has recently cautioned against our
interpretation of attachment styles from a one-dimensional cultural perspective,
especially given the fact that the empirical evidence for attachment theory has been
derived from studies conducted on White middle-class population samples (Zhu, Wang,
& Chong, 2016). Similarly, Agishtein and Brumbaugh (2013) recount that despite Mary
Ainsworth’s initial attachment research taking place in Uganda in 1967, subsequent
attachment research and theory have been primarily based in North America, Western
Europe, and Australia/New Zealand. In their assessment of attachment style distributions
in over fifty countries of origin, Agishtein and Brumbaugh (2013) found that
sociocultural factors such as ethnicity, acculturation, collectivism, and region of origin
influenced attachment pattern variations. In the same vein, it is important to recognize the
cultural weight that lies on the different ways in which individuals from various ethnic
and racial groups experience or perceive social support.
Attachment styles are believed to inform how people perceive social support,
especially as attachment continues to inform individuals’ internal “working models,” or
the set of expectations for how significant others, the world, and individuals themselves
are to behave and interact with one another (Zhu et al., 2016; Bowlby, 1988; Bowlby,
1969). Whether a person has been able to internalize positive mental representations of
significant others will have an impact on their self image, their affective relationship with
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significant others, and whether they generally perceive others as trusting, caring, reliable,
accessible, and supportive in times of needed help and emotional support (Zhu et al.,
2016; Bolwby, 1969; Ainsworth et al., 1978; Pearlman & Courtois, 2005). Along these
lines, empirical evidence strongly suggests that adults who are categorized as securely
attached generally tend to report more available support than their insecurely attached
(anxious or avoidant) counterparts (Mikulincer & Shaver, 2007).
However, attachment has not been the only variable that has been found to play
an important role in the perception of social support. TEI, in general, and specifically the
self-esteem facet, has been found to be related to PSS. For example, social support and
self-esteem were found to be strong mediators of the relationship between TEI and
loneliness in a study of Chinese undergraduates living in mainland China (Zou, 2014).
Relatedly, empirical evidence has demonstrated that people who report higher levels of
TEI have better mastery of social skills, which in turn improves the quality of their
interpersonal social relationships and the subsequent availability of social support
(Petrides, 2009; Zeidner, et al., 2009). Together, the self-esteem and social awareness
facets of TEI help to further promote PSS, which has a strong positive impact on mental
health.
How, then, does having PSS help protect us against the psychopathology that
often results in the wake of traumatic experiences? There is long standing empirical
evidence for the mental health risks of low social support in the wake of traumatic
experiences (Rudenstine, 2013). As discussed in earlier sections, being able to count on
others for emotional support in times of distress can serve as a buffer against
psychopathology, including PTSD (Gunderson & Sabo, 1993; Rudenstine, 2013;
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Herman, 1992/2015). For example, in a study conducted by Rudenstine (2013), it was
found that PSS was strongly associated with PTSD onset and chronic PTSD recovery.
Additionally, previous research has indicated that there is a direct relationship
between PSS and mental health outcomes and recovery, social functioning, individuals’
employment of stress coping strategies and utilization of appropriate help resources in
times of distress (Wang et al., 2018; Kleiman & Riskind, 2013). Accordingly, PSS
appears to be a strong mediator explaining the effect of attachment on mental health
outcomes such as poor psychological adjustment (Zhu et al., 2016; Anan & Barnett,
1999). However, as aforementioned, TEI has also been found to be a strong predictor of
PSS and subsequent psychological health (Petrides, 2009; Zeidner, et al., 2009). In this
manner, we still do not seem to have a clear understanding of how attachment, TEI, and
PSS, together, have an impact on mental health outcomes in the context of childhood
trauma in an adult population.
What is more, there are other psycho-cultural variables whose roles must be
highlighted in this thorough and culturally sensitive exploration of mental health
outcomes for this particular population. Several psycho-cultural variables have been
found to play a pivotal role in mental health outcome differences in diverse populations
within the United States. These include the MHS that encumbers certain cultures or
ethnic groups more than others, the various advantages and disadvantages of identifying
as an immigrant, and the various stressors or potential benefits found in the process of
acculturation to the host culture of the United States (Sanchez et al., 2014; Bacio, Mays,
& Lau, 2013; Schwartz et al., 2011).
Mental Health Stigma and its Mental Health Implications

24

Mental health and mental health service-seeking stigma is defined as “the
negative societal attitudes and opinions toward mental illness or the mentally ill”
(Sanchez et al., 2014, p. 18). Previous research indicates that stigma is strongly correlated
with a person’s amenability to seek and actively use psychological services. Hence, it can
represent a powerful deterrent to the access of much needed psychological care (Sanchez
et al., 2014).
Additionally, there are ethnic groups for which MHS seems to represent a greater
barrier to treatment seeking, access to care, and treatment adherence than for others, such
as for non-mainstream ethnic groups (Interian, Martinez, Guarnaccia, Vega, & Escobar,
2007). Socioemotional and psycho-cultural factors that are intricately related to the
positionality of non-mainstream ethnic groups within US society play a critical role in the
experience of perceived mental health stigmatization and self-stigma for seeking
psychological help (Cheng, Kwan, & Sevig, 2013).
These effects are further compounded by intra-ethnic psycho-cultural
understanding and acceptance, or lack there of, surrounding mental health, which can
further exacerbate the experience of MHS. Research findings have demonstrated that for
Latinx-Americans, Asian Americans, and African Americans factors such as
psychological distress and perceived racial/ethnic discrimination have predicted higher
levels of perceived help-seeking stigmatization by others, which in turn predicted greater
self-stigma for seeking psychological help (Cheng et al., 2013).
Along these lines, the variability between ethnic groups in endorsement of mental
health symptoms and help-seeking behavior also plays a crucial role in our understanding
of the nuances of mental health in ethnically diverse populations. Overall, societal,
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cultural, psycho-cultural, and context-laden factors have long-lasting effects on the
relationship between the recognition of mental health difficulties or the identification of a
problem and the choices made (or not made) to find treatment providers and to maintain
those treatments (Cheng et al., 2013).
Acculturation and Mental Health Implications.
Previous research investigating the physical and psychological well-being of
immigrants living in the United States has demonstrated that there are both protective and
risk factors related to identifying as a first or second-generation immigrant compared to
having been born in the United States (Bacio et al., 2013; Schwartz et al., 2011; Crosnoe
& Fuligni, 2012; Leong, Park & Kalibatseva, 2013). Indicators such as high or low ethnic
identity, acculturation, family cohesion, and native language and English-language
proficiency have been found to play a significant role in immigrants’ well-being and
overall lifetime success or vulnerability (Crosnoe & Fuligni, 2012; Leong, Park &
Kalibatseva, 2013; Schwartz et al., 2013, Sanchez et al., 2014).
Relatedly, one of the most studied constructs implicated in mental health outcome
differences in ethnically diverse populations such as the USA is acculturation. The
classical definition of acculturation offered by Redfield, Linton, and Herskovits (1936)
states, “acculturation comprehends those phenomena which result when groups of
individuals having different cultures come into continuous first-hand contact with
subsequent changes in the original culture patterns of either or both groups” (Berry, 1997,
p. 7). Subsequent researchers and theorists have operationalized acculturation as the
extent to which individuals living in countries or regions other than where they were born
adopt the cultural norms inherent of the attitudes, values, beliefs, and behaviors of the
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new home-land (Schwartz et al., 2010; Berry, 1997; Sanchez et al., 2014). The factors
that are taken into consideration when determining the extent to which a person has
acculturated to US culture include “language use, birthplace, length of time in the United
States, attitudes toward family, gender roles in the family, and social interaction with
non-Hispanics [or individuals of the same ethnicity] and cultural values” (Sanchez et al.,
2014, p. 17).
While acquiring the language of the new homeland and learning to navigate its
(new) social contexts are essential for the ability to prosper, there is increasing empirical
evidence for what has been termed the “immigrant paradox” (Schwartz et al., 2011;
Schwartz et al., 2013) or the “healthy immigrant paradox” (Sanchez et al., 2014). The
research findings supporting this paradox indicate that immigrants that have greater
exposure to the new homeland’s culture and acculturate to a greater extent than those that
do not have the same level of exposure have an increased risk for poorer mental and
physical health outcomes (Schwartz et al., 2011; Schwartz et al., 2013; Sanchez et al.,
2014).
Some of the explanations that have been offered for the negative effects of
acculturation include the demands placed on immigrants to assimilate to the host culture,
which as a process in and of itself, can be emotionally taxing, conducive to maladaptive
stress management and inevitably, mental health difficulties (Bacio, Lau & Mays, 2013).
Additionally, assimilating to the host culture requires learning how to make compromises
between the values and beliefs of one’s own culture and those of the host society. In the
immigrant’s attempt to reflect the norms of the host culture and to fit in, this internal and
external cultural values negotiation process can result in the sacrifice of some of the
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protective factors against externalizing behaviors offered by the culture of origin (Bacio,
et al., 2013). The deterring of protective factors initially offered by the culture of origin,
such as a focus on the importance of family and collectivistic well-being, simultaneously
places the assimilating immigrant in predicaments where they are furthermore exposed to
risk. For example, previous research has indicated that as Latinx immigrant youth
assimilate to mainstream US culture, their drinking habits change in order to reflect the
norms expected of them via relationships with their US-born peers (Bacio et al., 2013).
Some of the positive effects of acculturation are primarily based upon the
academic, professional, and socioeconomic benefits that are highly correlated with
having English-language proficiency and the subsequent ability to navigate the host
country’s societal demands more effectively (Vega, Kolody, & Aguilar-Gaxiola, 2001;
Guarnaccia, Martinez, & Acosta, 2005). What is more, parents who encourage their
children to become competent in the host culture’s language and who foster their
children’s academic involvement through their own participation with the school system
provide their children with a bridge to the outside world. This acculturation intervention
can have long-lasting positive effects on the adult lives that these children eventually lead
as bicultural individuals, who can successfully navigate both the culture of their heritage
as well as that of the host country (Leyendecker et al., 2018).
Given the various findings from different studies focusing on the positive and
negative effects of acculturation on mental health and overall quality of life, further
exploration and understanding of the role that acculturation plays for the participants in
this culturally, ethnically, and racially diverse study sample is warranted. Relatedly, the
investigation of the relationship between acculturation and other sociocultural factors in
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relation to mental health outcomes is imperatively brought to the forefront of the current
study.
Summary
Culture is ingrained in who we are; it informs parenting, subsequent attachment
styles, the fostering of a child’s TEI, overall socioemotional functioning, and
consequently, how that child grows up to be an adult in the world functioning on both
intrapersonal and interpersonal levels. Psychologically, culture also informs society from
macro-level systems (i.e. governmental institutions) to micro-level systems (i.e. family)
on whether it is appropriate or acceptable to acknowledge emotions and overall mental
health as valid and real components of who we are and how we function in the world.
What is more, implicitly and explicitly communicated in these culturally ingrained beliefs
and practices is the notion of social support in relation to mental health. This can further
impact mental health help-seeking behavior, access to, and maintenance of mental health
treatments.
In trying to have a more nuanced understanding of the mechanisms through which
ACEs have a negative impact on mental health, other aspects of the human experience
that can pose as protective or risk factors are brought to the forefront of this investigation.
Inevitably, in delving deeper into the role that intrapersonal and interpersonal factors can
play in the aforementioned relationship, other aspects relevant to living in our ethnically
and racially diverse US society are also highlighted. Recognizing the indelible impacts of
the process of acculturation and MHS adds to the complexity of our evolving
understanding of mental health.
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In this manner, understanding how intrapersonal (i.e. attachment style and TEI)
and interpersonal (i.e. perceived social support) factors contribute differentially to the
relationship between ACEs and psychiatric symptoms is warranted. Lastly, employing a
culturally sensitive lens to understand the impact that intrapersonal (TEI) and
sociocultural (acculturation and MHS) factors have on psychiatric symptoms will not
only allow us to have a deeper understanding of their combined effect but will also
further inform our clinical practice.
Chapter 2: Method
Participants in this study are part of either one of two samples: the clinic sample
and the student sample. The first section of the Method will describe the participants and
procedure for the clinic sample, and then participant and procedure descriptions for the
student sample will follow.
2.1.1 Participants, the clinic sample
The first is an urban, diverse sample of clients who were seeking services at a
community-based, low-fee outpatient mental health clinic in Northern Manhattan, New
York City (NYC) between February 2018 and October 2019 (N = 340, female n = 227,
66.8%). The clinic also serves as the training site for clinical psychology doctoral
students at The City College of New York. As clients at the clinic, participants are
informed about the ongoing program evaluation of the clinic (see Procedure for more
details). Subsequently, they are asked if they would like to consent to have their deidentified data included in research-related publications. Participants are also informed
that they could decline at no risk of losing services. Only participants who provided
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consent were included in the study. Participants were not selected on the basis of a
particular mental health condition or developmental disorder.
The age of participants in the clinic sample spanned 18 to 65 years, with a mean
(SD) of 27.92 (8.52). Clinic participants were ethnically (Latinx n = 79, 23.2%) and
racially diverse: White n = 153, 45%; Black n = 56, 16.5%; East Asian n = 23, 6.8%;
South/Southeast Asian n = 13, 3.8%; Middle Eastern n = 6, 1.8%; Indigenous
American/Native peoples of the Americas n = 1, .3%; and multiracial n = 28, 8.2% or
identifying ethnically, not racially n = 59, 17.4%. Consistent with the geographic location
of the clinic and the low-fee services it provides, the majority of participants (n = 206,
61.1%) reported an annual household income of below $40,000 USD, forty-three (12.6%)
received some form of government assistance, including from the Supplemental Nutrition
Assistance Program (SNAP), Special Supplemental Nutrition Program for Women,
Infants and Children (WIC), or social security disability benefits, and fifty-four (15.9%)
did not have health insurance. Lastly, a large portion of the sample reported having
received mental health services in the past (n = 232, 68.2%). See Table 1.
2.1.2. Procedure, the clinic sample
When an individual initially seeks services at The Clinic, they are informed about
the ongoing program evaluation of the clinic: the Psychotherapy Evaluation and Clinical
Effectiveness (PEACE) program. The PEACE Program assesses the clinical effectiveness
of services offered by the clinic and requires all clients to complete a set of
questionnaires prior to their first intake session and consequently, every four months for
the duration of their treatment at the clinic. Informed consent was obtained to include
clients’ de-identified data in publications. Only the data from clients who consented to
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having their data included in research-related publications were included in this study.
This study is approved by the Institutional Review Board of the institution where the
study was conducted.
2.1.3. Participants, the student sample
The second sample is a convenient Urban public university sample (also in
Northern Manhattan, NYC) comprised of students enrolled in undergraduate studies.
Specifically, they were enrolled in an undergraduate psychology class (N = 200, female n
= 150, 75%). The age of participants in the student sample spanned 18 to 39 years, with a
mean (SD) of 19.91 (2.67). Students were ethnically (Latinx n = 81, 40.5%) and racially
diverse: White n = 23, 11.5%; Black n = 29, 14.5%; East Asian n = 23, 11.5%;
South/Southeast Asian n = 30, 15%; Middle Eastern n = 8, 4%; Indigenous
American/Native peoples of the Americas n = 3, 1.5%; and multiracial or identifying
ethnically, not racially n = 77, 38.5%. Consistent with their age, student status, and type
of university they attend (i.e. public university), the majority of student participants (n =
125, 65.1%) reported an annual household income of below $40,000 USD, forty-four
(22%) received some form of government assistance, including from the Supplemental
Nutrition Assistance Program (SNAP), Special Supplemental Nutrition Program for
Women, Infants and Children (WIC), or social security disability benefits, and the
majority had health insurance (n = 188, 94%). Lastly, a large portion of the sample also
reported not having received mental health services in the past (n = 157, 78.5%). See
Table 2.
2.1.4. Procedure, the student sample
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Participants in the student sample were invited to participate via postings
describing the study on the SONA system of their university and through their professors'
notifications about the opportunity to participate in the study. Professors were notified
about the opportunity to have their students participate in the study via email. Participants
in the student sample completed the study between September and October 2019 and they
received a one-point course credit on the SONA system.
Identifying information of participants in the student sample remained anonymous
to the principal investigator in the following manner. After learning about the opportunity
to participate in this study in the ways previously mentioned, participants were instructed
to sign onto the SONA system and search for the study titled: "Emotions and Our WellBeing." Once they located the study, they had access to a link to Qualtrics that took them
directly to the survey. The SONA system assigned random ID numbers to each
participant when they accessed the study link without recording any identifying
information on the Qualtrics survey. Therefore, the principal investigator did not know
the identity of any of the participants. The principal investigator of the study assigned
credits (using participants’ random ID numbers) through the SONA system after the
participation deadline of the study. Informed consent was obtained from students to
participate in this study.
The Human Subjects Research Protection Program at the university in which this
study took place approved this study.
2.2. Measures
2.2.1. Trait Emotional Intelligence Questionnaire- Short Form (TEIQue-SF). To
measure global trait emotional intelligence, this 30-item instrument (Petrides & Furnham,
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2006) was employed. The dimensions of emotional intelligence identified by Petrides
(2009) are: adaptability, assertiveness, emotion perception (self and others), emotion
expression, emotion management (others), emotion regulation, impulse control,
relationships, self-esteem, self-motivation, social awareness, stress management, trait
empathy, trait happiness, and trait optimism. Degree of agreement is indicated on a 1-7
Likert scale (1 = completely disagree; 7 = completely agree). The TEIQue-SF has
“adequate internal consistencies and broad coverage of the sampling domain of the
construct” (Petrides & Furnham, 2006, p. 2; Andrei et al., 2016). In this study,
Chronbach’s α internal consistency estimate was .49 in the clinic sample and .51 in the
student sample. It is a widely used measure to assess TEI (Petrides 1998-2016).
2.2.2. Brief Symptom Inventory (BSI). Psychological distress was assessed using the
BSI. This measure consists of 53-items and assesses how much symptoms of
psychological distress have bothered an individual in the past week, indicated on a fivepoint numerical scale (0 = not at all; 4= extremely). Symptoms assessed include
somatization, obsessive-compulsive behavior, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism. This measure was
developed by Derogatis (1993) and it is widely used to assess psychological distress and
psychiatric disorders. It has good internal reliability (an average of .7 for the scales) and
test-retest reliability (range from .68-.91) (Derogatis, 1993). In this study, Chronbach’s α
internal consistency estimate was .96 in the clinic sample and .97 in the student sample.
2.2.3. Adverse Childhood Experiences (ACE-Mini). Exposure to adverse childhood
experiences was assessed by the ACE-Mini, which comprises 10 questions to be
answered as “yes” or “no” (The ACE Study, 2007). The ACE-Mini is used to gauge the
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multiple types of abuse or household dysfunction that a person was exposed to in the first
18 years of their life including sexual, physical, emotional abuse, neglect, violence
between parents or caregivers, mental health diagnoses in the family, and alcohol and
substance use. The ACE-Mini is a widely used measure developed by Felitti et al., (1998)
as part of The Adverse Childhood Experiences Study. In the current study, Chronbach’s α
internal consistency estimate was .71 in the clinic sample and .75 in the student sample.
2.2.4. Perceived Devaluation Discrimination Scale (PDDS). Mental health stigma was
assessed using the PDDS, a 12-item questionnaire with a 4-point answer scale ranging
from 0 (strongly disagree) to 3 (strongly agree). This measure was developed by Link
(1987) and “it assesses a respondent’s perception of what most people believe” (Yang &
Link, 2015, p. 5) about people who have mental illnesses and have used psychiatric
treatments. The scale has a reliability of approximately .8 (Yang & Link, 2015). In this
study, Chronbach’s α internal consistency estimate was -.052 in the clinic sample and .31
in the student sample.
2.2.5. Perceived Social Support Scale. Perceived social support as a nominal variable
(low, medium, or high) is commonly used in studies to assess subjective social support
(Norris, & Kanaisty, 1996; Ozer, Best, Lispey, & Weiss, 2003; Schwarzer & Knoll,
2007). The first question we ask assesses how often in the past 12 months the following
types of support have been available to the participant: someone to help them if they were
confined to a bed, someone to give them advice about a crisis, and someone to love and
make them feel wanted. Answer choices are on a scale from 1-5, with 1 being “none of
the time” and 5 being “all of the time.” There is a single answer choice numbered 8 for “I
do not know that was coded as 9999 for the purposes of this study.” In this study,
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Chronbach’s α internal consistency estimate was .70 in the clinic sample and .69 in the
student sample.
2.2.6. Stephenson Multigroup Acculturation Scale (SMAS). Acculturation level was
assessed by the SMAS, which is comprised of 32 items to be answered on a Likert-type
scale with answers ranging from 0-3 (“false,” “partly false,” “partly true,” “true”). The
SMAS is used to measure a person’s dominant society immersion (DSI) and ethnic
society immersion (ESI), for example, immersion in one’s ethnic society. Both of these
dimensions assess the domains of language, interaction, media, and food (Stephenson,
2000). This scale’s reliability coefficients for Factor 1 (17 items related to ESI) was .97
and the reliability for Factor 2 (15 items related to DSI) was .90. The internal consistency
for the entire scale was .86. “Strong validity was demonstrated in the instrument’s ability
to identity relationships between generational status and performance on the subscales”
(Stephenson, 2000, p. 85). In this study, Chronbach’s α internal consistency estimate was
.88 in the clinic sample and .83 in the student sample.
2.2.7. The Relationship Structures Questionnaire- ECR-RS (Abbreviated). Global or
general attachment was assessed by the ECR-RS, a measure developed by Fraley et al.,
(2000; 2011). This questionnaire asks participants to rate the extent to which they believe
each of the 9 statements best describes their feelings about 5 intimate relationship
categories. This 9-item questionnaire has a 7-point answer scale ranging from 1 (strongly
disagree) to 7 (strongly agree). The first 6 items tap into attachment-related avoidance
and the last three tap into attachment-related anxiety, with larger numbers indicating
higher levels of attachment insecurity. The test-retest reliability of the individual scales is
approximately .65 for the domain of romantic relationships and .80 in the parental
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domain (http://labs.psychology.illinois.edu/~rcfraley/measures/relstructures.htm). In this
study, Chronbach’s α internal consistency estimate was .77 in the clinic sample and .72 in
the student sample.
2. 3. Hypotheses
1. Participants in the clinic sample will report higher levels of psychiatric symptoms
than participants in the student sample.
2. Participants who report higher levels of adverse childhood experiences will report
higher levels of psychiatric symptoms.
3. Attachment, perceived social support, and emotional intelligence will mediate the
relationship between adverse childhood experiences and psychiatric symptoms.
4. Stigma, acculturation, and emotional intelligence will predict the level of
psychiatric symptoms.
5. There will be a combined effect of high mental health stigma, low acculturation,
and low emotional intelligence on levels of psychiatric symptoms.
2.4. Data Analysis
The mean and standard deviations for BSI, ACEs, TEI, PSS, MHS, acculturation,
attachment avoidance and anxiety, and sample demographics for both samples (Tables 1
and 2) were computed. Correlations among BSI, ACEs, TEI, PSS, MHS, acculturation,
and attachment avoidance and anxiety variables within each sample can be seen in Tables
3 and 4. A between-group analysis of variance (ANOVA) was used to test for significant
differences in ACEs, TEI, and BSI between the two samples (Table 5). A multiple linear
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regression was used to determine the effect of MHS and TEI on psychiatric symptoms in
both samples (Tables 6 and 7).5
Haye’s PROCESS was used to test for significant indirect effects of ACEs on BSI
explained by attachment avoidance and anxiety, TEI, and PSS in both samples (see
Tables 8 and 9 and Figure 1). This model proposed that higher levels of ACEs would be
indirectly related to higher levels of psychiatric symptoms in adulthood by compromising
attachment style, emotional intelligence, and perceived social support.
Hayes’ (2019) uses a non-parametric bootstrapping procedure to estimate the 95%
confidence intervals (CI) around the indirect effect. It is a robust method to use when the
sample size is small. Additionally, this procedure does not assume a significant
association between the predictor and outcome variable or a normal sampling distribution
for the indirect effect. Bootstrapping draws multiple random samples from the data set
and measures the unstandardized path coefficients for each sample, yielding an empirical
distribution for all of the indirect effects. The bootstrapped estimate of the indirect effect
is the mean across all of the samples, with the true indirect effect considered to fall within
the 95% CI. A CI that excludes 0 can be taken as evidence that the indirect effect is
different from zero at p < 0.05. Five thousand bootstrap samples were taken to estimate
the indirect effect.
Chapter 3: Results
This study first compared and contrasted the profiles of two samples: Treatmentseeking clients at a community-based, low-fee outpatient mental health clinic located in
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This analysis is slightly different than was originally stated in hypotheses 4 and 5 due to
an insignificant correlation between acculturation and all other variables. Thus, it could
not be assumed that it would have a predictive value of psychiatric symptoms.
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Northern Manhattan, New York City (NYC) (hereafter “the clinic sample”) and an urban
public university sample, also in Northern Manhattan, NYC, comprised of undergraduate
students (hereafter “the student sample”). Secondly, it explored potential differences in
TEI, ACEs, and psychiatric symptoms between the two samples. Third, it examined
attachment avoidance and anxiety, PSS, and TEI as possible mechanisms by which ACEs
are related to psychiatric symptoms in each of the samples. Fourth, it explored the
contribution and possible combined effect of TEI, MHS, and acculturation on psychiatric
symptoms in each sample.
Aim 1. Comparing and Contrasting the Profiles of Both Samples
Within both samples, correlation analyses showed that psychiatric symptoms had
the strongest association with TEI than was seen with any of the other variables (Tables 3
and 4). Adverse childhood experiences were positively correlated with psychiatric
symptoms and attachment avoidance and anxiety across both samples, as well.
Additionally, acculturation was not significantly correlated with any of the other
variables. Thus, it was excluded from consideration as a relevant factor in interactions
with other constructs.
In the clinic sample, ACEs were negatively correlated with PSS and positively
correlated with MHS, neither of which was the case in the student sample. Similarly,
psychiatric symptoms were positively correlated with MHS and attachment avoidance
and anxiety in the clinic sample. In the student sample, psychiatric symptoms were
positively correlated with attachment avoidance and anxiety, not MHS.
Aim 2. Exploring Potential Differences in TEI, ACEs, and Psychiatric Symptoms
Between Both Samples
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Results from a one-way analysis of variance indicated that there was a significant
difference in ACEs between both samples [F(1, 534) = 61.73, p ≤ .001] (Table 5). The
mean score of ACEs for participants in the clinic sample (M = 3.58, SD = 2.38) was
significantly higher than in the student sample (M = 1.99, SD = 2.10). Results from a oneway analysis of variance indicated that there was a significant difference in TEI between
both samples [F(1, 459) = 20.95, p ≤ .001]. The mean score of TEI for participants in the
clinic sample (M = 132.88, SD = 26.82) was significantly lower than in the student
sample (M = 144.54, SD = 25.73). Results from a one-way analysis of variance indicated
that there was a significant difference in psychiatric symptoms between both samples
[F(1, 538) = 31.71, p ≤ .001]. The mean score of psychiatric symptoms for participants in
the clinic sample (M = 68.99, SD = 38.23) was significantly higher than in the student
sample (M = 49.44, SD = 40.16).
Aim 3. Examining attachment avoidance and anxiety, PSS, and TEI as possible
mechanisms by which ACEs are related to psychiatric symptoms in each of the samples
Bootstrapping analyses showed that for the clinic sample, ACEs were indirectly
related to psychiatric symptoms; greater ACEs were associated with higher attachment
anxiety (coefficient = .76, 95% CI = .264-1.35) and lower TEI (coefficient = 1.76, 95%
CI = .691-2.88), which in turn were associated with greater psychiatric symptoms (Table
8). Attachment avoidance and PSS were not significant mediators of the relationship
between ACEs and psychiatric symptoms (p >.05).
Bootstrapping analyses showed that for the student sample, ACEs were indirectly
related to psychiatric symptoms; greater ACEs were associated with lower TEI
(coefficient = 1.38, 95% CI = .378-2.62), which in turn were associated with greater
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psychiatric symptoms (Table 9). Attachment avoidance and PSS were not significant
mediators of the relationship between ACEs and psychiatric symptoms (p >.05).
Aim 4. Exploring the contribution and possible combined effect of TEI and MHS on
psychiatric symptoms in each sample6
A multiple linear regression was conducted to determine whether MHS and TEI
predicted psychiatric symptoms in the clinic sample (Table 6). Results indicated that
MHS and TEI explain a significant amount of the variance in psychiatric symptoms (F(2,
279) = 125.417, p < .001, R2 = .47). The analysis showed that MHS significantly
predicted psychiatric symptoms in the clinic sample (Beta = .123, t(279) = 2.80, p <.01,
R2 Change = .015), as well as TEI (Beta = -.660, t(279) = -15.04, p <.001, R2 Change
=.459). TEI accounted for a greater portion of the variance in psychiatric symptoms
(45.9%) in the clinic sample than MHS (1.5%). There was no main interaction effect of
MHS and TEI on psychiatric symptoms (p > .05).
A multiple linear regression was conducted to determine whether MHS and TEI
predicted psychiatric symptoms in the student sample (Table 7). Results indicated that
TEI was the only significant predictor of psychiatric symptoms (F(2, 166) = 35.54, p
< .001, R2 = .30). The analysis showed that TEI significantly predicted psychiatric
symptoms in the student sample (Beta = -.535, t(166) = -8.14, p <.001, R2 Change
= .296). TEI accounted for 30% of the variance in psychiatric symptoms in the student
sample. Mental health stigma (MHS) was not a significant predictor (p >.05).

This analysis is slightly different than was originally stated in hypotheses 4 and 5 due to
an insignificant correlation between acculturation and all other variables. Thus, it could
not be assumed that it would have a predictive value of psychiatric symptoms. As such,
it was excluded from all other analyses.
6
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Chapter 4: Discussion
Trait emotional intelligence has been sufficiently established as a marker of
psychological resilience and as a protective factor against psychopathology, including
psychopathology in the context of negative life events such as ACEs (Hunt & Evans,
2004; Martins et al., 2010; Armstrong et al., 2011; Rudenstine & Espinosa, 2018). The
literature has long shown that individuals who endorse ACEs can also experience
difficulties stemming from emotion dysregulation, insecure attachment styles, and
interpersonal and social challenges (Rudenstine & Espinosa, 2018; Gunderson & Sabo,
1993; Ford et al., 2006) to a greater degree than those who do not endorse ACEs.
While intrapersonal, interpersonal, and sociocultural factors have been
extensively studied in the context of childhood trauma, there is a gap in the literature
regarding their relationship, intersection, collective impact, and implications for adult
mental health. This investigation was conducted in an attempt to derive a more nuanced
understanding of the possible intrapersonal (i.e. TEI and attachment style) and
interpersonal (i.e. PSS) mechanisms by which ACEs are related to psychiatric symptoms.
Additionally, it employed a sociocultural lens to assess the impact that intrapersonal and
sociocultural (i.e. acculturation and MHS) factors have on psychiatric symptoms.
Simultaneously, it aimed to understand whether these mechanisms differed across two
distinct populations: Treatment-seeking clients at a community-based, low-fee outpatient
mental health clinic located in Northern Manhattan, New York City (NYC) (the clinic
sample) and an urban public university sample, also in Northern Manhattan, NYC,
comprised of undergraduate students (the student sample).
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Relationship Between Intrapersonal and Interpersonal Factors and Psychiatric
Functioning in Adulthood
First, at the intrapersonal level, across both samples, correlation analyses showed
that psychiatric symptoms had the strongest association with TEI than was seen with any
of the other variables. Similar findings were obtained by Rudenstine & Espinosa (2018),
who looked at the association between and contribution of TEI on depression, anxiety,
and somatization in a sample of adults seeking psychological services at a communitybased mental health clinic. Trait EI had the strongest correlation with and was the
strongest predictor of all psychiatric symptoms, above and beyond other variables
including potentially traumatic events experienced in adulthood. This finding adds to the
mounting evidence for the role of TEI in the context potentially traumatic events.
Specifically, despite individuals’ exposure to early traumatic experiences or negative life
events, TEI can help buffer the possible negative psychological consequences of
traumatic stress (Hunt & Evans, 2004; Armstrong et al., 2011; Rudenstine & Espinosa,
2018).
The question that then follows is: how does TEI help buffer the psychological
sequelae that can result from exposure to childhood adversity? The literature indicates
that being able to understand, identify, express, regulate, and use emotions provides
individuals with an outlet to effectively symbolize, process, appraise situations, adapt,
and seek support when necessary (Gross & Levenson, 1997; Schutte et al., 2001; Lopes
et al., 2005; Mikolajczak et al., 2006; Simha-Alpern, 2007; Nelis et al., 2011; Petrides et
al., 2017). Having these dispositions within their reach, in turn, can help minimize the
severity of and the risk for psychiatric disorders of emotion regulation, such as mood
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disorders (Gross & Munoz, 1995; Gross & Levenson, 1997; Rudenstine & Espinosa,
2018; Espinosa & Rudenstine 2019) and symptoms of anxiety disorders such as those
associated with PTSD (Hunt & Evans, 2004).
Additionally, negative emotional self-perceptions (a facet of TEI) have been
found to be directly and indirectly associated with psychopathology, the latter through
clouding awareness and driving irrational thinking (Petrides et al., 2017). In this manner,
TEI represents a buffer against psychopathology by preventing unhealthy emotional
perspectives that are at the core of irrational, automatic thoughts and ruminations, and
maladaptive coping strategies (Petrides et al., 2017).
Second, attachment avoidance and anxiety were positively correlated with
psychiatric symptoms across both samples. The relevance of attachment style in mental
health is a well-established finding (World Health Organization; WHO, 2004; Mikulincer
& Shaver, 2007; Widom et al., 2018). One of the ways in which anxious and avoidant
attachment styles have been found to affect mental health is through the emotion
regulation difficulties that accompany them (Pearlman & Courtois, 2005; Maunder et al.,
2006; Mikulincer & Shaver, 2007). Relatedly, Mikulincer and Shaver (2007) postulate
that, “the attachment system is, in itself, an emotion regulation device” (Kindle Location
4868). In this manner, any experiences that threaten the emotional homeostasis of an
individual will activate their attachment system, causing them to seek protection
physically or intra-psychically (via mental representations) as a mechanism by which
they manage the threat and attempt to restore emotional equilibrium (Mikulincer and
Shaver, 2007). While a consistently available and emotionally responsive caregiver
enables successful coping and the restoration of positive emotions, inconsistently
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available attachment figures disrupt coping. Specifically, they increase distress, resulting
in the intensification of emotions to ensure attention and care (i.e. attachment anxiety), or
lead to the suppression of emotions to deny dependence and vulnerability (i.e. attachment
avoidance) (Mikulincer and Shaver, 2007).
In like manner, intensification and suppression of emotions are forms of emotion
regulation for those who are anxiously attached and avoidant, respectively. By the same
token, many psychiatric disorders such as anxiety and depression are considered
disorders of emotion regulation (Gross & Munoz, 1995; Rudenstine & Espinosa, 2018;
Espinosa & Rudenstine 2019). For example, from a psychoanalytic perspective, Freud et
al., (1957) posited that in melancholia (depression) the self-tormenting feelings of low
self-esteem signify “a satisfaction of trends of sadism and hate which relate to an object,
and which have been turned round upon the subject’s own self...in order to avoid the need
to express their hostility to him openly” (p. 251).
In this case, negative feelings such as anger and hate evoked by a love object (i.e.
an attachment figure) are not successfully regulated within the attachment system.
Conceptualized in a slightly different way, there is no joint reappraisal (i.e. by attachment
dyad) of the perceived emotional threat, which hinders the promotion of emotional
stability in the self and the relationship. Consequently, those negative feelings turn
inward - against the self - causing deep feelings of sadness stemming from “a loss in
regard to the ego” (Freud, 1957, p. 247). Given this background, the relations found in
this study between two critical components of intrapersonal functioning (i.e. TEI and
insecure attachment) and psychopathology compel us to examine the intersection of this
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level of human experience with an equally important one: the interpersonal context
(ACEs).
Third, ACEs were positively correlated with psychiatric symptoms and
attachment avoidance and anxiety across samples. The relationship between ACEs and
psychiatric symptoms in adulthood has been established by a multiplicity of studies,
indicating that exposure to early life adverse experiences increases an individual’s risk of
negative mental health outcomes over the life course (Clark et al., 2003; Irving &
Ferraro, 2006; Chen et al., 2008; Gavin, 2011; Rudenstine & Espinosa, 2018).
Along these lines, it is necessary to reiterate the pivotal role that childhood plays
in identity formation and its implications for mental health. Erikson (1968) described
childhood and adolescence as critically sensitive periods for the development of an
individual’s sense of trust, autonomy, and independence. From a theoretical perspective,
a number of mechanisms have been put forth as possible conduits in the trajectory
between ACEs and adult psychopathology.
For example, previous research has proposed that in response to abusive
experiences, children sometimes employ lower-level defenses such as denial, splitting,
and projection (Gunderson & Sabo, 1993; Finzi-Dottan & Karu, 2006). Although these
emotional coping strategies help children survive maltreatment, they can solidify as poor
coping mechanisms even after the stress is over; resulting in image-distorting defenses
such as those found in borderline personality organization, cognitive distortions, and
difficulties with self-regulation (Gunderson & Sabo, 1993; Courtois & Ford, 2013).
Furthermore, “a dialectical process occurs after trauma whereby stress causes poor
coping mechanisms that predispose to more stress and to having more maladaptive
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reactions to such stress” (Gunderson & Sabo, 1993, p. 22). Along these lines, Weierich &
Nock (2008) found that two clusters of PTSD symptoms, specifically reexperiencing and
avoidance/numbing symptoms mediate the relation between childhood sexual abuse and
non-suicidal self-injurious behavior in adolescence.
In a similar vein, Herman (1992/2015) suggested that important memory,
cognition, and emotion processes become overburdened during a traumatic event,
resulting in disintegrated experiences between the event itself and the affect evoked by it.
These disorganized and disintegrated experiences can result in dissociation (Cornell &
Olio, 1991), or what Bromberg (1998) referred to as “a thought without a thinker” (p.
200). Consequently, there is no conscious grasp, clarity, differentiation, and symbolic
representation of the events and the feelings evoked by them (van der Kolk, 1996c;
Simha-Alpern, 2007). In this vein, exposure to complex traumatic events combined with
the reliance on defenses such as dissociation is associated with greater psychiatric distress
in adulthood (Lawson et al., 2013; Courtois & Ford, 2013).
Furthermore, a study conducted by Armstrong et al., (2011) indicated that the
relationship between negative life events and psychological functioning varied in relation
to four sub-dimensions of emotional intelligence. Specifically, for those with higher
emotional self-awareness, emotional expression, emotional self-control, and emotional
self-management, the life event-distress relationship was weaker (Armstrong et al.,
2011). Accordingly, from theoretical, clinical, and empirical perspectives, it has been
postulated that ACEs are closely linked with adult psychopathology through their impact
on fundamental emotion regulation processes, psychological defenses, and coping
mechanisms.
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As aforementioned, ACEs were also positively correlated with attachment
avoidance and anxiety within both samples in this study. In like manner, a theoretical,
clinical, and empirical understanding of the relationship between childhood adversity and
insecure attachment style has also been substantially corroborated. From Object Relations
and Attachment theoretical perspectives, attachment figures (i.e. parents, important
caregivers) play a foundational role in providing children with a sense of safety,
protection, predictability, and emotional responsiveness and availability (Bolwby, 1969;
Ainsworth, 1978; Pearlman & Courtois, 2005). In meeting these fundamental emotional
needs, the child then internalizes a coherent and empowered sense of self, as well as of
others as available and supportive in times of need (Bolwby, 1969; Ainsworth, 1978;
Pearlman & Courtois, 2005).
It has been suggested that children who experience adverse events are likely to
perceive themselves as helpless and bad and others as powerful and punitive (Gunderson
& Sabo, 1993). Along these lines, a sense of betrayal by caregivers and a loss of
innocence are frequently cited as profound consequences of childhood abuse (Gavin,
2011). Consequently, internal representations of neglect, punishment, and betrayal
perpetrated by caregivers shape children’s anticipation of social interactions- their
internal working models (Bowlby, 1988; Bowlby, 1969). Accordingly, children with a
history of neglect and physical abuse have been found to have higher levels of attachment
anxiety and avoidance both in childhood and adulthood (Gunderson & Sabo, 1993;
Widom et al. 2018).
In this manner, experiencing caregivers as the source of adverse experiences can
result in serious ramifications for children’s attachment styles. ACEs impact a child’s
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sense of self and others, and inherently have implications for how the child comes to
identify, process, and regulate affect in themselves as well as how affect is shared across
the child-caregiver dyad. As previously mentioned, attachment systems have been
described as mechanisms of emotion regulation (Mikulincer and Shaver, 2007). Given
the importance of feeling that one is able to rely on others in times of needed help
(Gunderson, 1993; Rudenstine, 2013; Herman, 1992/2015), PSS is brought to the
forefront of our continued discussion regarding the relationship between intrapersonal
and interpersonal factors and psychiatric functioning.
Within both samples, PSS was negatively associated with attachment avoidance
and anxiety and psychiatric symptoms. Interestingly, PSS was negatively correlated with
ACEs in the clinic sample only. There are a few possible explanations for this. First, as
mentioned above, attachment styles play a crucial role in individuals’ internal working
models, which by definition are the mental representations/schema of social interactions
(Bowlby, 1988; Bowlby, 1969). Similarly, previous research has indicated that
attachment styles inform how people perceive social support (Zhu et al., 2016). For
example, securely attached adults have been found to report more available support than
those characterized as having insecure attachments (Mikulincer & Shaver, 2007).
Second, reporting greater available support has been associated with utilization of
appropriate help resources in times of distress, employment of stress coping strategies,
and PTSD resilience and recovery (Kleiman & Riskind, 2013; Rudenstine, 2013). What
is more, PSS has been found to be a strong mediator explaining the relationship between
attachment and mental health outcomes such as poor psychological adjustment (Zhu et
al., 2016; Anan & Barnett, 1999). A third explanation for these findings, and specifically
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for the negative correlation between PSS and ACEs found in the clinic sample, could be
rooted in their significantly higher levels of ACEs compared to the student sample. These
findings are congruent with results obtained by Gayman et al., (2011), who found that
early adolescent family experiences (i.e. parent derogation) were negatively correlated
with perceived family and friend support in young adulthood. Thus, it is possible that on
average, the level of childhood adversity reported by the student sample was not acute
enough to affect their perception of availability of assistance in this study7. Another
possible explanation for this is that participants in the student sample may have had other
protective factors that countered the impact of childhood adversity for those that did
experience it.
Whether it is through the employment of psychological defenses beyond their
developmental propriety, maladaptive stress-coping strategies, impacted attachment
mechanisms or perceptions of social support, ACEs undoubtedly leave an indelible mark
in the trajectory towards psychiatric functioning in adulthood. This study proposes that
experiences of childhood adversity have an effect on psychiatric functioning in adulthood
via their impact on individuals’ attachment styles, TEI, and perceived social support.
These proposed mechanisms beg the following questions: If TEI and attachment
systems both play pivotal roles in emotion regulation, how does their amalgamation
contribute to the relationship between childhood adversity and adult psychopathology?
Furthermore, if being able to perceive social support as available in times of distress is
greatly informed by one’s attachment style, and PSS also has significant implications for

7

A more detailed explanation of between-group differences will follow in the next
section.
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mental health outcomes, how does the integration of this study’s key variables impact the
trajectory between ACEs and adult psychiatric functioning?
Intrapersonal and Interpersonal Contributors to Psychiatric Functioning in Adulthood in
the Interpersonal Context (ACEs)
As presented thus far, understanding the determinants of psychological health
over the life course in the context of ACEs is challenging and nuanced. This dissertation
applies a multi-level approach as we expect factors across these three levels of human
experience to affect psychological well-being. Therefore, this dissertation seeks to
identify which factors contribute to psychological functioning in adulthood, and in
particular in the context of childhood adversity in two samples: the clinic sample and the
student sample.
Before delving deeper into a more nuanced understanding of the multi-level
approach implemented in this study, it is important to note significant differences in the
profiles of both samples. Specifically, participants in the clinic sample, on average,
reported significantly higher ACEs and psychiatric symptoms, as well as significantly
lower TEI than participants in the student sample. These differences are noteworthy for
two main reasons. First, one of the goals of this study was to understand the profiles of
both samples. Second, based on the aforementioned theoretical and empirical
relationships between these constructs, significant differences in construct levels could
potentially result in distinct trajectories between ACEs and adult psychiatric functioning
between the samples. Third, the differences between groups can occlude the relations
between variables, if the prevalence of a variable is smaller in one sample but not the
other.
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Accordingly, this study examined intrapersonal factors (i.e. insecure attachment
and TEI), as well as interpersonal factors (PSS), as possible mechanisms by which ACEs
are related to psychiatric symptoms. In both samples, only intrapersonal factors mediated
the relationship between ACEs and psychiatric functioning in adulthood. Specifically, in
the clinic sample, greater ACEs were associated with higher attachment anxiety and
lower TEI, which in turn were associated with greater psychiatric symptoms. In the
student sample, ACEs were only associated with lower TEI, and not attachment anxiety,
which was then associated with greater psychiatric symptoms. These findings expand the
current literature by suggesting a particular importance of attachment in the context of
ACEs. Unlike the student sample, for which attachment anxiety was not a significant
mediator, in the clinic sample attachment security became compromised as a result of
exposure to significantly higher ACEs, resulting in attachment anxiety.
In this manner, attachment anxiety, in part, helped explain the potential relation
between ACEs and psychiatric functioning in adulthood for the clinic sample. This
finding has a few plausible explanations. On the one hand, it may indicate that when
individuals are not exposed to as many early negative life events, their attachment
security is not as risked or compromised as their more exposed counterparts. On the other
hand, it may suggest that participants in the student sample had more protective factors
than those in the clinic sample, and that these factors were not captured by the current
study.
Overall, these findings confirm previous research that has documented the
detrimental implications of ACEs for adult mental health outcomes through their impact
on attachment (Widom et al., 2018). Widom et al., (2018) followed three groups of
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individuals with and without documented histories of childhood physical abuse and
neglect. Their findings indicated first, that individuals with histories of childhood
physical abuse and neglect had higher levels of attachment anxiety in adulthood. Second,
those with a history of neglect had higher levels of attachment avoidance. Third,
attachment anxiety (and not attachment avoidance), in part, explained the relationship
between childhood physical abuse and neglect and mental health outcomes in adulthood
(depression, anxiety, and self-esteem). In this manner, attachment anxiety was the only
attachment style that was significantly predicted by both types of childhood abuse
(neglect and physical harm). In turn, attachment anxiety was also the only attachment
style that explained the relationship between both types of child abuse and mental health
outcomes in adulthood (Widom et al., 2018).
Interestingly, in this dissertation study, only attachment anxiety, and not
avoidance, was found to be significant in the relationship between ACEs and adult
psychological health in the clinic sample. These findings are consistent with Widom et
al., (2018), who found that only attachment anxiety, in part, mediated the relationship
between childhood neglect and physical abuse and mental health outcomes in adults.
There are a couple possible explanations for this. First, there may have been a lack of
necessary differentiation of types of ACEs in the current study. As Bowlby (1973; 1988)
posited and Widom et al., (2018)’s study suggested, avoidant attachment can result from
the rejection of a child’s attempts to seek comfort and protection, or neglect. In the
current study, ACEs were examined globally, not differentially. Future studies should
continue to explore these relations, and specifically document the unique role of different
categories of ACEs, as done by Widom and colleagues.
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Additionally, the questionnaire used to measure ACEs (ACE Mini) only assessed
neglect directly via two questions8. It is possible that in order to better understand the
impact that ACEs have on mental health functioning through avoidant attachment, a more
nuanced assessment of experiences of neglect is rendered necessary. As previous research
has suggested, socio-emotional abuse has been found to have longer lasting detrimental
effects on an individual’s sense of self and subsequent mental health functioning than
physical abuse (Gavin, 2011; Chen et al., 2008). Similarly, it is possible that neglect
could have specific mental health implications, potentially through its impact on avoidant
attachment. It is necessary to better understand and assess for neglect in order to
accurately capture its relationship with attachment avoidance.
Second, it is also possible that the effects of ACEs are so overwhelming and
detrimental to individuals’ internal working models that employing contact avoidance
(i.e. attachment avoidance) as a means of coping with childhood adversity does not prove
as useful as employing defenses that are characteristic with attachment anxiety. To better
understand this possibility, it is important to re-visit our understanding of attachment
avoidance. Individuals whose attachment styles are conceptualized as avoidant are
characterized by their constant striving for maintaining detachment, avoiding contact
when dealing with adversity, and “cutting off affective responses” (Bowlby, 1973;
Cassidy, 1994, p. 300; Batt & Levy, 2003). Thus, it is possible that childhood adversity is

8

Question #4) “Did you often or very often feel that no one in your family loved you or
thought you were important or special?/Your family didn’t look out for each other, feel
close to each other, or support each other?” and #5) “Did you often or very often feel that
you didn’t have enough to eat, had to wear dirty clothes, and had no one to protect
you?/Your parents were too drunk or high to take care of your or take you to the doctor if
you needed it?”
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so taxing on individuals’ internal working models, that maintaining aloofness and
disconnection becomes unserviceable for their physical and emotional survival. What
may be triggered instead is cognitive-affective disorganization consistent with attachment
anxiety.
Recognizing the profoundly negative effects of ACEs on a child’s mental health,
it could be argued that it is more serviceable for their survival to employ an
intensification of emotions until the perception of a responsive caregiver is achieved.
While the child’s experience of intense longing for a responsive caregiver is accompanied
by ambivalence and resistance, it may be the only way they can elicit some form of
response from the caregiver. Subsequently, the simultaneous experience of intense
longing and negative affect, or attachment anxiety, could be one of the mechanisms
through which ACEs have a negative impact on mental health. Stated slightly differently,
being exposed to potentially traumatic experiences in childhood could affect an
individual’s emotion regulation capacity by increasing arousal and limiting self-soothing
capacity, making intensification of emotions (attachment anxiety) more likely than
suppression of emotions (attachment avoidance). Others have referred to these responses
as hyperactivating strategies: emotion regulation attempts that require constant
surveillance, preoccupation, and effort until the availability of an attachment figure and a
sense of safety are perceived (Cassidy & Kobak, 1988; Cassidy, 1994; Mikulincer et al.,
2003).
Third, it is also possible that attachment anxiety was more prevalent in the clinic
sample than the student sample. Previous research has suggested that anxious attachment
is more prevalent in clinical than non-clinical populations (Bakermans-Kranenburg & van
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IJzendoorn, 2009). Lastly, participants in the clinic sample were individuals who were
seeking mental health services at the time of their participation in this study. Thus, given
the resistance against dependency and vulnerability that characterizes attachment
avoidance, it is possible that the participants in this sample were ready to rely on another
person for their care- albeit possibly having anxious-ambivalent feelings about seeking
help. Future work is warranted to further clarify whether there are specific cognitiveaffective processes that are generated by certain types of childhood abuse. This
clarification will allow us to better understand the underpinnings of the activation of
particular internal working models, such as those congruent with attachment anxiety and
avoidance.
Importantly, TEI was the intrapersonal factor that consistently mediated the
trajectory between ACEs and psychiatric functioning in adulthood across samples. These
results highlight two pivotal dynamics. On one hand, they underscore the universal
impact of TEI as a mediator between ACEs and adult mental health. On the other hand,
they emphasize the overpowering effect of TEI over PSS, since the independent linear
relationship between PSS and psychiatric symptoms disappeared when PSS was assessed
in conjunction with TEI. There are a few possible explanations for the vanishing impact
of PSS when it was collectively examined with attachment insecurity and TEI.
First, it is possible that the specific cognitive-affective configuration pertaining to
attachment anxiety is much more implicated in psychiatric symptoms for adults with a
history of childhood adversity than PSS. From an Object Relations perspective,
attachment styles are at the core of personality organization and psychopathology (Blatt
& Levy, 2003). Relatedly, it is possible that feeling overwhelmed with intensely
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simultaneous feelings of preoccupation and anxiety in the approach-separation dynamic
results in much more far-reaching mental health implications than perceiving others as
available (or not) in times of needed help.
What is more, as it has been previously suggested, attachment styles inform
individuals’ perception of social support or internal working models (Zhu et al., 2016;
Bowlby, 1988; Bowlby, 1969). Thus, it is possible that if this core intrapersonal factor of
human experience is compromised as a result of ACEs (or otherwise), the impact of PSS
becomes less relevant. In other words, attachment anxiety might occlude any possible
positive or negative effect of PSS on adult mental health functioning.
Second, TEI contributes its own, equally important cognitive-affective impact to
adult psychological functioning in the context of childhood adversity. In fact, it appeared
to have a transcending effect on adult mental health in this study regardless of the
(significantly different) levels of ACEs reported by participants in both samples. As
previously mentioned, TEI has been found to have important implications for mental
health, intrapersonal and interpersonal functioning (Brackett et al., 2011; Petrides et al.,
2017; Baudry et al., 2018; Mikolajzak et al., 2015; Rudenstine & Espinosa, 2018;
Espinosa & Rudenstine, 2019; Mikolajzak et al. 2009).
Global TEI, as well as various aspects or dimensions of it, have been identified as
having direct and indirect links to adult psychopathology. For example, Rudenstine &
Espinosa (2018) suggested that experiencing difficulty in identifying one’s emotions,
combined with the inability to symbolize them either through words or images can result
in the manifestation of psychiatric symptoms. Similarly, negative self-perceptions on trait
optimism, emotion management in others, and emotion regulation have been found to
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play a pivotal role in the genesis and maintenance of psychopathology (Petrides et al.
2017). Explicitly, negative emotional self-perceptions were strongly suggested to play a
primary role in irrational thinking and ineffective coping mechanisms, which are often at
the core of self-injurious behavior, personality and psychiatric disorders (Petrides et al.
2017).
Accordingly, an individual’s emotional efficacy, or belief in their capacity to
tolerate and adapt to stress plays a significant role in the cognitive-emotional and
problem-solving processes evoked to cope with distress. In a similar vein, adolescents
with significantly lower levels of TEI were found to be more likely to employ selfinjurious behaviors to cope with rumination, self-blame, and helplessness than
adolescents with higher levels of TEI (Mikolajzak et al. 2009). In this manner, given that
many psychiatric disorders are considered disorders of emotion regulation (Gross &
Munoz, 1995; Rudenstine & Espinosa, 2018; Espinosa & Rudenstine 2019), the effect of
TEI as a mediator between ACEs and psychiatric symptoms in adulthood across both
samples in this study is well founded.
Third, it is possible that the impact of PSS was accounted for by the cumulative
effect of attachment anxiety and TEI. In a way, based on the aforementioned literature,
PSS could be thought of as having a combination of these two intrapersonal constructs:
individuals’ internal working models plus emotionality and sociability. Emotionality and
sociability are two of the four factors of TEI that include a person’s capacity to maintain
fulfilling personal relationships and apply social skills to build networks, respectively
(Petrides, 2009). Based on the long-standing empirical support for the intricate
relationships between the key variables in this study, the significant mediating effect of
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attachment anxiety and TEI over PSS becomes better contextualized. Further research is
warranted to determine any possible common underpinnings between TEI and PSS (i.e.
via sub-dimensions of TEI) to better understand their collective impact on psychological
disturbances in adulthood in the context of childhood adversity.
Taken together, these findings continue to first, demonstrate the ubiquitous toll
that ACEs take on adult mental health. Second, they suggest that attachment security
becomes compromised for those who have been exposed to significantly higher levels of
ACEs, resulting in worse psychiatric functioning in adulthood compared to those who
were significantly less exposed. Specifically, attachment anxiety (but not attachment
avoidance) partially contributed to the potential trajectory between ACEs and adult
mental health functioning. Third, they strongly suggest a universal indirect link between
ACEs and adult psychopathology through TEI; thus highlighting its potential role as a
psychological buffer against adult psychopathology in the context of childhood adversity.
Fourth, these findings underscore the transcending effect of TEI despite being
collectively assessed with equally important intrapersonal factors such as attachment
style and interpersonal factors, such as PSS. Lastly, these findings continue to
substantiate the relevance of TEI in adult mental health outcomes.
That childhood is a sensitive period of development with powerful effects on
adult mental health and overall well-being is indisputable (U.S. Department of Health and
Human Services, 2016; Rudenstine & Espinosa, 2018; Briere & Spinazzola, 2005; Ford
et al., 2006; Kwako et al., 2011; Marusak et al., 2015; McElroy & Hevey, 2014;
McLaughlin et al., 2010; Teicher & Samson, 2016; Widom et al., 2018; Gavin, 2011;
Chen et al., 2008). For example, Erikson (1968) put forth that childhood and adolescence
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represent a critical period in the development of an individual’s sense of trust, autonomy,
independence, and overall identity formation. Experiencing any hurdles in the
development of these inner structures, especially when important caregivers cause such
hurdles, can disrupt the formation of a sense of self, secure attachment bonds and
simultaneously nascent emotion regulation capacities, as well as internal working models
(Klein, 1959; Pearlman & Courtois, 2005; Clarkin, Yeomans, & Kernberg, 2006; Gavin,
2011; Bowlby, 1988; Bowlby, 1969).
Nevertheless, the above discussion demonstrates the importance of continuing to
examine factors across various levels (intrapersonal and interpersonal) on the wellestablished relationship between childhood maltreatment and adult psychopathology.
While individually, these factors contribute to the relationship, when examined in
tandem, the relative import of each factor is apparent. As this dissertation study’s
findings have suggested so far, attachment anxiety and TEI play a significant role in
explaining the relationship between ACEs and psychiatric symptoms for adults with
significantly higher levels of ACEs compared to those with significantly lower levels of
ACEs. For adults with significantly lower levels of ACEs, compared to those with
significantly higher levels of ACEs, we see that TEI continues to play a mediating effect
in the potential trajectory between ACEs and adult mental health. Thus, TEI’s universal
impact on adult mental health outcomes despite levels of exposure to childhood adversity
is highlighted. Correspondingly, TEI’s potential role as a psychological buffer against
psychopathology, especially psychopathology in the context of childhood trauma, is also
underscored. It is equally important to note that intrapersonal and interpersonal aspects of
the human experience are continuously taking place within sociocultural matrices. In this
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manner, the following section will focus on the impact of intrapersonal and sociocultural
factors on adult psychiatric functioning.
Intrapersonal and Sociocultural Contributors to Psychiatric Functioning in Adulthood
Intrapersonal factors such as TEI are important aspects of the human experience
examined in clinical psychology research; nevertheless, examining the unique and
combined import of multiple factors within the intrapersonal level is less common.
Furthermore, the study of intrapersonal variables in isolation fails to capture the larger
context in which individuals live. In that vein, sociocultural factors, such as mental health
stigma (MHS) and acculturation refer to experiences individuals have in relation to their
larger community and various cultures to which they are exposed. There is significant
evidence to suggest that these factors can have notable effects on aspects of psychiatric
functioning. For example, MHS has been found to be strongly associated with
individuals’ mental health help-seeking behavior, active utilization of mental health
treatment services, and treatment adherence (Sanchez et al., 2014; Interian et al., 2007).
Additionally, acculturation has been found to represent both a strength and a risk
factor for immigrants’ upward social mobility and mental health, respectively (Sanchez et
al., 2014). On the one hand, according to the “immigrant paradox” or the “healthy
immigrant paradox,” acquiring the language of the new homeland and learning how to
effectively navigate the mainstream culture’s social contexts facilitates academic,
professional, and socioeconomic advancement (Schwartz et al., 2011; Schwartz et al.,
2013; Sanchez et al., 2014; Vega, Kolody, & Aguilar-Gaxiola, 2001; Guarnaccia,
Martinez, & Acosta, 2005). On the other hand, the paradox demonstrates that these
assimilation processes can come at a high cost for immigrants’ mental health, as they can
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be emotionally burdensome and can subsequently result in poor coping strategies and
psychological difficulties (Sanchez et al., 2014; Schwartz et al., 2011; Schwartz et al.,
2013; Bacio, Lau & Mays, 2013; Rogler et al., 1991).
Nevertheless, the critical role of sociocultural factors is scarcely examined in
conjunction with equally pivotal aspects of functioning such as those occurring at the
intrapersonal level. An understanding of their possible interrelated impact on mental
health outcomes is far less common and therefore, renders this exploration necessary.
This study employed a culturally sensitive lens to assess the impact that intrapersonal (i.e.
TEI) and sociocultural factors (i.e. acculturation and MHS) have on psychiatric
symptoms in adulthood. Simultaneously, it aimed to understand whether these
mechanisms differed across both samples. Indeed, important differences were observed in
the relationships among intrapersonal and sociocultural factors between the samples.
In the clinic sample, MHS and TEI contributed to the severity of adult psychiatric
symptoms. However, TEI explained a greater portion of the variance above and beyond
MHS. In the student sample, only TEI predicted psychiatric symptoms. These findings
suggest that MHS has some relation with psychiatric symptoms, but only for participants
in the clinic sample. These results have a few possible explanations. First, as previously
stated, participants in the clinic sample, on average, reported significantly higher levels of
psychiatric symptoms than participants in the student sample. Thus, it is possible that for
participants in the student sample, psychiatric symptoms, on average, may not have been
sufficiently prevalent to render it relevant to feel preoccupied by how society perceives
their mental health functioning. In other words, it is plausible that for those who
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experience less psychiatric symptoms, MHS, on average, becomes less of a burden or it is
less present in their lives.
Second, from a psychodynamic perspective, MHS can also be thought of as being
related to a narcissistic defense against vulnerability, which makes it hard for those with a
complex trauma history to see themselves as affected by it. Specifically, in the clinic
sample, ACEs were negatively correlated with PSS and positively correlated with MHS.
In this vein, experiencing the vulnerabilities that are associated with ACEs along with
perceiving a lack of social support to withstand them could lead to a negative self-image
in relation to those difficulties. In other words, if an individual experiences distress as a
result of ACEs and does not perceive help as available in the aftermath, this may lead to a
self-perception of being weak or irrational for having those difficulties (i.e. “If no one
comes to my aid in my suffering, what I am experiencing is not serious enough. So why
do I feel that I need the help?”). Consequently, the person’s self-stigma (and inherent
vulnerability that comes with it) can become compounded by society’s negative
perception of it. Thus, consciously and unconsciously, mental illness might be
experienced as an indicator of one’s vulnerability and dependency, which is negatively
viewed both intra-psychically (by the person) and socio-culturally (as assessed by the
MHS questionnaire).
Third, it is important to reiterate that the student sample reported significantly
higher levels of TEI and significantly lower levels of psychiatric symptoms than the
clinic sample. Given the finding that TEI predicted psychiatric symptoms in both
samples, these results continue to highlight the potential protective role that TEI can play
against psychopathology in adulthood. In this vein, TEI yet again demonstrates to have a
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transcending effect across samples. Even more poignantly, despite being collectively
assessed with equally crucial interpersonal factors such as MHS, TEI accounted for the
greatest amount of variance in psychiatric symptoms in the clinic sample. Other
investigators who have also examined the impact of TEI together with other critical
aspects of experiences such as trauma, financial well-being, and social support, have
similarly found TEI to be the strongest predictor of all psychiatric symptoms, above and
beyond other variables (Rudenstine & Espinosa, 2018; Espinosa & Rudenstine, 2019).
Along these lines, it is possible that TEI plays a more influential role in mental
health outcomes than MHS. Taking into consideration that TEI encompasses critical
emotion identification, regulation, and problem-solving capacities, it is possible that
aspects of this intrapersonal level of functioning can determine how a person responds to
their own mental health needs to a significantly greater degree than MHS itself. For
example, when we delve deeper into some of the facets of TEI (i.e. emotion perception,
emotion expression, emotion management in others, relationships, social awareness, and
self-esteem), we see that these are central to a person’s relation to their own mental
health. Ranging from the capacity to be in touch with emotional experiences, to
effectively communicating emotional needs to others and confidently advocating to
secure appropriate help9, these facets are at the core of how a person responds to their
own mental health needs both in- and outwardly. Therefore, taking from the theoretical

Emotion perception (i.e. having clarity about their own and other people’s feelings).
Emotion expression (i.e. being able to communicate feelings to others)
Emotion management in others (i.e. being capable of influencing other people’s feelings).
Relationships (i.e. having the capacity to maintain fulfilling personal relationships).
Social awareness (i.e. being able to establish networks based on appropriate social skills)
Self-esteem (i.e. feeling self-confident) (Petrides, 2009).
9
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conceptualization of TEI to understand these findings, it can be argued that the capacities
for self-reflection (i.e. emotion perception) and emotion-based problem-solving (i.e.
emotion management in self and others) may contribute to a person’s mental health
outcomes to a significantly greater degree than stigmatizing experiences in relation to
their mental illness. In this context, it may be speculated that TEI might occlude the
impact of MHS. In this manner, these results showcase the invaluable role that TEI serves
in mental health functioning.
In the continued effort to understand the sociocultural context within which
intrapersonal phenomena develop, as well as their possible combined impact on adult
mental health outcomes, the process of acculturation now takes center stage. While
initially hypothesized that acculturation would be associated with and predict psychiatric
symptoms in adulthood, the results indicate that acculturation is not significantly
correlated with any of the other variables. While initially surprising, there are two
possible and compelling explanations for this finding.
One, the research to date on acculturation as related to psychological health does
not tell a clear story. In fact, there is evidence to suggest that acculturation can serve as a
protective and/or risk factor depending on whether it is associated with upward social
mobility or mental health, respectively. To capture this dialectic, the literature refers to
the “immigrant paradox” (Schwartz et al., 2011; Schwartz et al., 2013) or the “healthy
immigrant paradox” (Sanchez et al., 2014). In this vein, the relationship between
acculturation and other variables, such as psychiatric symptoms, may not be linear but
curvilinear, as has been suggested by Rogler et al., (1991). The directionality of this type
of relationship indicates that, “psychological distress increases at both acculturative

65

extremes away from the optimal balance point” (Rogler et al., 1991, p. 589). The current
dissertation study was unable to obtain a clearer picture of this relationship within the
samples of interest. Two, there may have been poor utilization of the measure given the
demographics of both samples (see Limitations).
This dissertation’s findings add weight to the body of knowledge that has
recognized the critical and universally relevant role that TEI plays in adult psychiatric
functioning both in the context of childhood adversity and generally. Trait EI was the
only intrapersonal construct that consistently remained as a significant mediator in our
attempt to understand the potential trajectory between ACEs and psychiatric functioning
in adulthood in both samples. Relatedly, this study’s findings demonstrate that when
intrapersonal factors such as TEI are taken into account together with equally important
interpersonal factors such as PSS, the former carries significantly greater weight than the
latter. In other words, individuals’ TEI may be a much more critically relevant
mechanism by which childhood adversity affects psychiatric functioning in adulthood,
above and beyond other interpersonal factors such as PSS-which has been previously
found to be independently associated with ACEs and adult mental health outcomes
(Gayman et al., 2011; Wang et al., 2018). Lastly, this dissertation contributed to our
understanding of the overpowering predictive value of TEI in relation to psychiatric
symptoms when assessed collectively with sociocultural factors such as MHS.
Understanding the Matrix of Experience: Clinical Implications for the Collective Impact
of Intrapersonal, Interpersonal, and Sociocultural Factors on Psychiatric Symptoms
While the results obtained by this study are statistically supported, it is worth
noting that these results are not meant to pathologize the experiences of individuals who
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have experienced childhood adversity. Instead, the findings and the understanding
derived by this dissertation are meant to bring attention to the intersectionality of human
experiences and the importance of highlighting areas of strength and resilience to further
support individuals in their life course.
In a similar vein, when it is reported that one group had significantly lower TEI
than another, this distinction is not meant to present or label certain groups of people as
deficient or devoid of specific traits or capacities. On the contrary, these findings are
reported to emphasize the areas of functioning (i.e. intrapersonal, interpersonal,
sociocultural) that are most susceptible to childhood adversity and represent the most risk
for psychiatric functioning in adulthood. Investigating these phenomena will allow us to
continue providing clinical services that are accurately attuned to prospective patients’
wide variety of needs based on their inherently complex histories. It is through this
particular lens that the following section explores the clinical implications of these
findings for each sample separately and collectively.
Clinical Implications for the clinic sample
These findings highlight a unique pathway by which ACEs impact psychiatric
functioning in adulthood, as well as the collective impact of intrapersonal and
sociocultural variables on adult mental health. One of the most important distinctions
observed by this study is that individuals who presented for treatment at a community
based mental health clinic (i.e. the clinic sample) reported higher rates of ACES, lower
levels of TEI, and were more psychiatrically symptomatic than the average population
(the student sample). What is more, attachment anxiety and TEI explained the
relationship between ACEs and psychiatric symptoms for participants in the clinic
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sample. This is a very particular profile that helps explain psychiatric symptoms in this
group, bringing to our clinical attention the various aspects of a prospective patient’s
history and functioning that must indisputably be taken into account when
conceptualizing their clinical presentation.
What is more, these findings suggest the possibility that by the time prospective
patients walk into our community mental health clinics, outpatient and inpatient hospital
departments, and private practices, they may previously have sought help for their mental
health difficulties. Specifically, 68% of participants in the clinic sample endorsed having
received mental health services in the past, compared to 21% of participants in the
student sample. These differences continue to underscore the potential mental health
distress and impaired functioning with which prospective patients may have been
grappling prior to seeking psychiatric treatment.
As aforementioned, only among participants in the clinic sample did higher ACEs
significantly contribute to psychiatric symptoms through its impact on attachment
anxiety. This is an important finding due to its implications for clinical treatment of
patients with these attachment patterns, especially as far as their clinical presentations
and progress towards treatment goals are concerned. Along these lines, previous research
has found that attachment insecurity is not only a major contributor to psychopathology,
but that its enhancement can in turn promote mental health betterment (Mikulincer &
Shaver, 2012).
Furthermore, psychological and psychiatric treatments of patients are both
inherently based on intimate relationships. Thus, being aware of our patients’ anxious
attachment style when trying to form bonds with others (including ourselves) will help
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inform our approaches as individual providers (i.e. psychologists and psychiatrists) and
equally important, as part of a larger treatment team for patients that require split-care
treatment.
As research findings have previously demonstrated and the primary investigator
of this dissertation study posits, it is possible that exposure to ACEs becomes so taxing
that the internal working model that becomes activated is one that is most congruent with
attachment anxiety rather than attachment avoidance. Explicitly, the internal working
model that may become activated is one driven by an intensified need for comfort and an
overwhelming ambivalence about the availability of the other (i.e. attachment anxiety),
rather than the suppression of feelings and a defense against dependency. If at the core of
our patients’ attachment and related emotion-regulation systems lies the unconscious
notion that we (as their psychotherapists) will not care about them unless they are really
suffering, this could result in the unconscious misrepresentation of their symptomatology.
Thus, in an effort to ensure attention and care, patients with anxious attachment styles
may unconsciously use the intensification of emotions as their primary form of emotional
communication with us, while also experiencing difficulty trusting our attempts to be
emotionally responsive to them (Mikulincer & Shaver, 2007). Truly understanding the
tumultuous dichotomy of desire for emotional closeness and overwhelming ambivalence
that our patients feel regarding our presence in their lives will help facilitate our capacity
to accurately monitor and appropriately respond to their needs (Gross & Levenson,
1997).
Relatedly, having the simultaneous awareness and understanding that for patients
who have experienced ACEs, their capacity to develop secure bonds with others could
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have been critically impacted, will also help us as mental health professionals to be
attentive to the negative impact of these experiences on patients’ affect regulation
capacities (Marusack et al., 2015; Fairbairn, 1994; Pearlman & Courtois, 2005).
Undeniably, when our patients demonstrate different anxious-attachment patterns with
others, including ourselves (i.e. clingy or erratic behavior), we will be aware that these
are all markers of their attempts to and defenses against developing feelings of trust,
security, and intimacy with them/us.
Based on the empirically supported relationship between ACEs, attachment,
emotion regulation, and TEI (Rudenstine & Espinosa, 2018, Briere & Spinazzola, 2005;
Kwako et al., 2012; McElroy & Hevey, 2014; Marusack et al., 2015; Fairbairn, 1994;
Pearlman & Courtois, 2005), being aware of these dynamics in-vivo will allow treatment
providers to help patients symbolize their emotions, make sense of them, and problemsolve accordingly.
For example, Simha-Alpern (2007) demonstrated the facilitative value of
implementing psycho-education principles of emotional intelligence (EI) in
psychodynamically oriented treatments to further promote the emotional language
necessary to process traumatic experiences. Instead of initially offering analytic
interpretations for what would have been traditionally formulated as avoidance of
emotions, Simha-Alpern (2007) integrated didactic approaches stemming from EI theory
(i.e. neurophysiological models) to help patients work through their inability to connect
with certain affective states. She found that explaining the nature of specific emotions to
patients allowed them to feel liberated from the unconscious guilt and shame they were
experiencing for having certain symptomatology (i.e. flashbacks in PTSD). Subsequently,
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they were better able to understand their emotional experiences by bringing unconscious
feelings surrounding their traumatic experiences to conscious awareness.
Given the dissociation between emotions and traumatic events experienced by
trauma survivors, there is often lack of clarity, differentiation, and symbolic
representations of the events (Herman, 1992/2015; Bromberg, 1998; van der Kolk, 1996;
Simha-Alpern, 2007). Relatedly, it has been strongly suggested that experiencing
difficulties in identifying emotions, as well as having an inability to symbolize emotional
experiences with words or images can result in the manifestation of psychiatric symptoms
(Rudenstine & Espinosa, 2018). In this manner, employing psycho-educational aspects of
TEI in trauma-focused treatments potentially sets a platform for multifold modes of
therapeutic interventions for our patients.
First, it can help facilitate patients’ abilities to recognize and accurately label their
emotions. Second, it can help promote the development of coherent narratives
surrounding their traumatic experiences, thus enhancing further capacity for insightoriented exploration (Simha-Alpern, 2007). Third, it can help mitigate the psychiatric
symptoms resulting from disintegrated cognitive-emotional processes. Fourth, these
clinical interventions will model for the patient the affect mirroring process (Fonagy et
al., 1991) that was likely developmentally stunted at some point due to either or both
ACEs and lack of secure attachment bonds. Simultaneously, these clinical interventions
have the potential to provide the corrective emotional experiences that serve as a platform
for therapeutic growth (Wachtel, 2011) and reciprocally, will continue to bolster patients’
TEI.
Clinical Implications for the student sample
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College counselors and clinicians working with student populations must be
attentive to the pivotal role that TEI plays in their mental health. Given the increasing
incidence of mental health difficulties in college samples (Oswalt et al., 2020) and the
increased risk for mental illness during this stage of development (Powers & Casey,
2015) focusing our clinical efforts on this population is imperative. What is more, based
on the outreach potential of counseling centers, it could make a significant difference in
college students’ overall functioning to have access to therapy groups or workshops that
focus on helping them develop and strengthen their TEI.
College students in the USA are traditionally completing their undergraduate
careers in late adolescence (i.e. ages 18-24) (National Center for Education Statistics,
2018). Developmentally speaking, during this stage, there are major changes taking place
biologically, neuro-anatomically, and socio-emotionally; making this period of life one
that is of heightened emotional reactivity and increased risk for mental illness (Powers &
Casey, 2015; Casey et al., 2010; Spear, 2010). For example, adolescents’ prefrontal
cortex, a critical structure in promoting regulation of fear, is still developing during this
stage (Powers & Casey, 2015). Related, Casey et al., (2008) have identified normative
changes in adolescents’ brain development as “an imbalance between rapidly changing
limbic circuitry and relatively slower developing prefrontal circuitry” (p. 6). Furthermore,
socio-emotionally speaking, attending college during this developmental stage represents
a major life transition during which conflicts related to identity versus role confusion are
being worked through (Erikson, 1968).
These overwhelming, over stimulating, and confusing changes make this period
of development a sensitive and crucial one for interventions that can help support college
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students’ emotion regulation capacities. As students approach their college/university
counseling centers seeking various levels of support, offering a TEI enhancement group
in addition to skills-based and process groups the center may offer, will allow for a more
comprehensive set of services. In this manner, college/university counseling centers
occupy a strategic position, one from which they can offer the kind of support that will
have potentially protective effects on their students’ mental health and overall
functioning. This kind of intervention could also help improve students’ academic
functioning, as mental health difficulties are so closely associated with cognitive and
academic performance given their impact on motivation, concentration, attention, and
memory, to mention a few. Thus, keeping college students’ TEI in mind as a crucial
aspect of their intrapersonal functioning, and offering support accordingly will allow
counseling centers to have a positive impact on their students’ well-being: one that has
the potential to stay with them well into adulthood.
Clinical Implications for Both Samples
A consistent finding across both samples in this study was that TEI was not only a
significant mediator of the relationship between ACEs and psychiatric symptoms, but it
was also the most predictive variable of psychiatric symptoms overall. In the clinic
sample, TEI and MHS predicted psychiatric symptoms, although TEI accounted for a
greater amount of the variance in psychiatric symptoms, above and beyond MHS.
Centered on these findings, it behooves mental health professionals to employ more
direct interventions that focus on bolstering patients’ TEI. As previous literature has
unequivocally demonstrated and this study corroborated, TEI can serve as a protecting
factor against adult psychopathology in the context of childhood adversity and overall
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psychiatric symptoms (Armstrong et al. 2011; Hofman et al. 2016; Hunt & Evans, 2004;
Martins et al., 2010; Rudenstine and Espinosa, 2018). Thus, even if patients are affected
by socio-cultural factors such as MHS, there can be components of their experiences such
as their emotion-based capacities for acknowledging and regulating their emotions that
can shield them against external pressures.
In the same vein, employing interventions in psychotherapy that focus on
bolstering patients’ TEI have the potential of facilitating achievement of treatment goals.
As previous research has indicated, many psychiatric disorders are considered disorders
of emotion regulation (Gross & Munoz, 1995; Rudenstine & Espinosa, 2018; Espinosa &
Rudenstine 2019). Thus, when treatment plans include goals of reducing psychiatric
symptoms pertinent to anxiety and depression, clearly defining what aspects of TEI need
to be developed or strengthened in order for patients to achieve those goals is
fundamental.
For example, if a patient’s treatment goals include reducing overwhelming levels
of stress in the context of their professional environment, which are currently
contributing to their symptoms of depression (i.e. low motivation and dysthymic mood),
assessing the patient’s stress management and adaptability capacities becomes crucial.
Without thoroughly assessing our patients’ TEI, mental health service providers will not
be able to accurately identify the patients’ inner strengths and weaknesses that will help
and hinder them, respectively, from achieving their treatment goals. Subsequently,
tracking TEI changes over time and how psychiatric symptoms respond as a result will
further inform mental health providers of areas for further development in patients’ TEI,
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thus localizing weak capacities within the patient that may be holding them back from
symptom improvement or relief.
In a similar context, Nyklíček et al., (2015) found that an increase in EI over the
course of psychotherapy was associated with a decrease in psychological symptoms
immediately after and 6-months after psychotherapy. What is more, while all facets of EI
were predictive of symptom reduction post-psychotherapy, the adaptability facet
demonstrated the strongest association with change at the 6-month follow-up (Nyklíček
et al., 2015). In this manner, directly addressing TEI sub-dimensions in our patients could
potentially yield greater treatment effectiveness and efficacy.
The findings of this dissertation also substantiated the importance and the
potential of intervention programs designed to increase emotional competence, such as
the intervention put forth by Nelis et al., (2011). The findings of their study indicated that
first, emotional competence could effectively be increased after an 18-hour training.
Second, improvement can also be observed in participants’ mental health, global social
functioning, happiness, life satisfaction, and physical health up to 6 months postintervention. Additionally, long-standing changes in participants’ personality traits were
also observed as a result of the emotional competence intervention, including decreased
neuroticism and increased extraversion (Nelis et al., 2011).
In this manner, developing interventions tailored for individuals with specific
profiles (i.e. those who endorse ACEs and demonstrate clinical levels of psychiatric
symptoms) that target TEI can help intervene the impact of ACES on mental health. In
this context, these findings suggest that TEI interventions for children have the potential
to help change individuals’ mental health trajectory in important ways. While ideally
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these interventions would take place as early in an individual’s developmental trajectory
as possible to prevent unnecessary mental health-related suffering, the literature also
indicates that hope is not lost for adults with reported histories of childhood adversity.
Given the wide-range of benefits that adults have been observed to derive from emotional
competence training programs (Nelis et al., 2011), it can be argued that these
interventions can further provide support and guidance for patients to develop more
adaptive and better-adjusted responses in the aftermath of ACEs. To an equally important
degree, these findings also highlight critical clinical implications for college populations.
As previously stated, TEI was the only mediator in the relationship between ACEs and
psychiatric symptoms in the student sample, and the only predictor of psychiatric
symptoms when compared to MHS.
It will certainly be pivotal to implement a culturally sensitive and context-specific
perspective when measuring TEI and designing interventions for it. As described in
Chapter 1, previous research has strongly suggested that there can be ethno-cultural and
contextual differences in the employment TEI (Martines et al., 2006; Fernandez-Berrocal
& Extremera, 2006). Although this dissertation study was unable to assess for ethnic
differences in TEI due to a lack of sufficient and comparable numbers of participants in
various ethnic groups between both samples, future studies are greatly needed in this area
of research on TEI.
Lastly, these findings indicate that there is great potential to directly focusing on
helping our patients learn to identify, regulate, and use their and others’ emotions
accordingly for problem solving. Similarly, these results also demonstrate the potential
efficacy of focusing treatment plans on helping our patients work through their anxious
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attachment styles, as overall, attachment styles are believed to inform how people
perceive social support (Zhu et al., 2016).
In this manner, providing the safe and corrective emotional experiences that
fundamentally foster therapeutic growth in our patients (i.e. improved emotion
regulation, restructuring of primitive defenses and personality, decrease in psychiatric
symptoms, etc.), will allow them to both develop an integrated sense of self and improve
their affective relationships with significant others. Ultimately, these reformed secure
attachment dynamics will help foster our patients’ perception of others as trusting, caring,
reliable, accessible, and supportive in times of needed help and emotional support (Zhu et
al., 2016; Bolwby, 1969; Ainsworth, 1978; Pearlman & Courtois, 2005)-indirectly
improving their perceived social support.
Limitations
As previously stated, this study’s findings indicated that there was no significant
contribution of acculturation to psychiatric symptoms in either of the samples. This
finding may be explained by poor utilization of the acculturation measure given the
demographics of both samples. Specifically, 45% of participants in the clinic sample
identified as white, and 75% of the sample reported having been born in the United
States. In the student sample, while only 11.5% of participants identified as white, 65%
of the sample was US born. Thus, issues of acculturation such as English language
proficiency, feeling at home in the US, feeling accepted by Anglo Americans, and liking
American foods, to mention a few of the items on the acculturation measure, may not
have been as relevant for either sample.
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Additionally, the principal investigator did not design and include questions in the
study that directly assessed participants’ identities as first or second-generation
immigrants, which would have allowed for a more valid application of the acculturation
measure. The principal investigator did include questions that assessed (1) whether
participants were US-born, (2) age and year of immigration to the US (if not US born),
(3) participants’ parents’ country of birth, and (4) participants’ primary language.
However, this information proved insufficient in determining whether participants
considered themselves to be immigrants and/or experienced any difficulty
adjusting/acculturating to mainstream US society.
Given the lack of information regarding participants’ identities as immigrants, it is
difficult to speak to any possible connection between this study’s findings and the
immigrant paradox/healthy immigrant paradox (Schwartz et al., 2011; Schwartz et al.,
2013; Sanchez et al., 2014). It is also plausible that if there was a process of acculturation
for participants in this study, it may not have been an active enough process to render any
conscious and/or direct psychological sequelae. Lastly, this dissertation study was
similarly unable to assess for ethnic differences in TEI due to a lack of sufficient and
comparable numbers of participants in various ethnic groups between both samples.
However, it is imperative that future studies hone in on potential ethnic differences in
TEI, as well as in understanding the mental health implications of those differences.
Second, related to the importance of using measures that are applicable to the
demographic profile of the population of focus in a research study, the principal
investigator recognizes that there is a shortcoming with the implementation of the
Experiences in Close Relationships- Revised (ECR-RS) questionnaire. This measure,
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which was implemented to assess participants’ attachment style, was originally created
from a study composed primarily of White (70.5%) participants from the United States,
Great Britain, Canada, and other places (Fraley et al., 2011).
As it was mentioned in Chapter 1, our understanding of attachment styles was
originally based primarily on White Eurocentric and North American theories (Zhu et al,
2016; Agishtein & Brumbaugh). Despite increasing cross-cultural research on
attachment, there has been limited research on how ethnicity and certain aspects of
culture influence attachment outcomes (Agishtein & Brumbaugh, 2013). While there
have been studies that have increasingly advanced our understanding of the intersection
of culture, ethnicity, and attachment from a research and theoretical perspective,
attachment measures that are psychometrically valid and reliable in this domain are
limited. Thus, even in studies such as the one conducted by Agishtein & Brumbaugh
(2013), where they investigated attachment style distributions in over 50 countries, they
also implemented a version of the Experiences in Close Relationships questionnaire: the
ECR-R. In this manner, the principle investigator of this dissertation study implemented
one of most psychometrically sound attachment measures available at the moment to
assess this construct within both populations.
A third limitation of this study lies within its lack of a clear demarcation of
participants as treatment seeking versus non-treatment seeking. All participants in the
clinic sample were treatment seeking at the time of their participation in the study. What
is more, 68% of the sample endorsed having received mental health services in the past.
For the student sample, however, the principal investigator did not assess whether
participants were seeking mental health treatment at the time of their participation in the
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study, although their history of mental health treatment was assessed. Twenty-one
percent of participants in the student sample endorsed having received mental health
services in the past. In this manner, engaging in treatment-seeking behavior and having a
history of mental health treatment could represent confounding effects for the outcomes
of interest in this study. The principal investigator did not account for these potential
confounding variables.
Fourth, the validity of the implementation of self-report measures in research
studies has been controversial. Specifically, previous research findings have
demonstrated the importance of assessing for psychological defenses such as denial or
self-deception when employing self-report measures in research studies (Shedler et al.,
1994; Cousineau & Shelder, 2006). Precisely, people who appear to be psychologically
healthy on self-report measures do not necessarily present as such following clinical
judgment that goes beyond the face value of what is being said or demonstrating through
their actions. As such, research studies based upon self-report measures that have failed
to account for denial could also be failing to accurately estimate the potency of the
relationship between susceptibility factors and psychiatric symptoms (Shedler et al.,
1994). Relatedly, Shedler et al., (1994) posit that, “the cornerstones of psychodynamic
thought—unconscious wishes and fears, intrapsychic conflict, defense—are missing in
most empirical studies, or else are operationally defined in such a way that they lose all
meaning” (p. 975). In the same vein, previous research evaluating the predictive value
between self-report and implicit measures has indicated that the latter has advantages in
predicting mental health outcomes (Cousineau & Shelder, 2006).
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Pertaining to this particular dissertation, the self-report measures implemented by
the author were questionnaires that have been empirically demonstrated to have valid and
reliable psychometric qualities to assess the constructs of interest. However, the author is
aware of the added validity to these instruments if used concurrently with clinical
interviews conducted by professionals that can further infer feelings and thoughts outside
of the participants’ conscious awareness.
Last, this dissertation study’s design is characterized as cross-sectional. As such,
the author was unable to predict psychopathology in adulthood as stemming from ACEs.
Despite adversity having taken place in participants’ childhood (i.e. in the past), they
were actually reporting it in the present. Thus, the responses of participants in either
sample could have been prone to state-dependent recall, such as feelings at the moment
of participation that influenced their memories. For example, the answers of participants
in the clinic sample might have been influenced by their mental health symptomatology
or the symptoms for which they were seeking treatment. Similarly, participants’ answers
could have generally been influenced by present life events or prone to distortion,
misremembering, or forgetting, as is natural for memories. Thus, it is recognized that a
longitudinal design could have predicted a more direct (and potentially less confounded)
trajectory between these two variables and the mediating mechanisms of primary focus in
this study.
Future Directions
Despite these limitations, this dissertation study contributes to our understanding
of the indirect pathways through which ACEs have an impact on adult psychiatric
functioning in two diverse samples: a community sample of mental health treatment-

81

seeking patients and an undergraduate student sample. It also broadened our
understanding of the intersection and collective impact of MHS and TEI on psychiatric
symptoms. In this manner, this study underlined the importance of fostering a deeper
understanding of emotions and of encouraging patients to apply their emotional
knowledge and understanding accordingly for problem solving.
The findings of this dissertation have set a paramount foundation for future studies in
the continued investigation of the intersectional roles that intrapersonal, interpersonal,
and sociocultural factors play in individuals’ mental health. Consequently, a future study
could focus on identifying the specific kinds of ACEs individuals endorse in order to
discern whether the type of adversity they faced in childhood determines the channels by
which those negative life events have an impact on mental health. For example, does
relational trauma (i.e. physical harm caused by an important caregiver) affect a person’s
mental health via attachment anxiety, as was the case for participants in the clinic sample,
more than other types of ACEs (i.e. having a household member attempt suicide or go to
jail)? If that were the case, another important research question would follow: When
attachment styles and TEI are investigated collectively to predict psychiatric outcomes
between individuals who endorse high and low levels of relational ACEs, is TEI still the
factor that accounts for most of the variance in psychiatric symptoms? Or does
attachment anxiety become an equally or perhaps more relevant factor?
In like manner, research that hones in on identifying the most relevant TEI subdimensions for the relationship between ACEs and psychiatric symptoms is clinically
imperative. For example, do the various sub-dimensions embedded within the four
factors of emotionality, self-control, sociability, and well-being play an equally important
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role in driving the relationship? Or do some stand out more than others? As previous
research has suggested, self-control has been found to be a strong predictor of resistance
to stress and self-perception has been found to play a fundamental role in the
development and maintenance of psychopathology (Mikolajczak et al., 2006; Petrides et
al. 2017).
An equally essential question in furthering our exploration and understanding of
sub-dimensions of TEI turns our attention to ethno-cultural implications. Previous
research has underscored the criticalness of continuing to focus on the cross-cultural
validity of emotional intelligence (Fernandez-Berrocal & Extremera 2006). Along these
lines, key aspects of the human experience such as the ethnicity and culture of research
participants, as well as the context within which emotional intelligence skills are
employed (i.e. different countries), have been proposed as vital factors to take into
consideration in future investigations (Fernandez-Berrocal & Extremera, 2006; Martines
et al., 2006). In this manner, in our continued quest to deeply appreciate the relationship
between ACEs, TEI, and psychopathology, applying an ethno-cultural framework to
guide these investigations is warranted. Thus, if we have a solid grasp of these culturally
nuanced differences in TEI, as well as their clinical implications, our clinical practice
with racially and ethnically diverse patients who endorse ACEs will be more thoroughly
informed and subsequently more effective.
On a similar note, the current sociopolitical climate of the United States also calls
for the continued investigation of the intersection of sociocultural factors and mental
health. Currently, immigrants, especially undocumented immigrants, are constantly being
discriminated against by society and are being targeted as criminals by US immigration
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officials (Domonoske & Gonzales, 2018). Undocumented immigrants are suffering the
mental health consequences of migration-related loss, such as clinically significant
distress, and one or more psychiatric disorder such as major depressive disorder and
generalized anxiety disorder (Garcini, 2017; Garcini et al., 2017 & 2019). These current
events are making it more vital and urgent than ever for us as psychologists: researchers
and clinicians alike, to understand the serious mental health implications of these
atrocities in order to better tailor our preventative efforts and clinical interventions.
Specific to this dissertation and future directions, implementing a valid
assessment of immigrant identity will help to accurately determine whether acculturation
plays an important role in psychiatric symptoms, especially when compared with other
important predictors such as TEI. Additionally, better utilization of the acculturation
measure will help clarify whether there is a curvilinear, rather than a linear, relationship
between acculturation and psychiatric symptoms, which will then help highlight
differential mental health implications.
What is more, employing multicultural psychology theories as the framework for
future studies will allow us to better understand the intersectional dynamics of these
crucial levels of human experience. Likewise, discerning whether there are ethnic
differences in TEI and MHS will serve our field and our communities in a twofold
manner. First, it will further facilitate clinically and culturally sensitive interventions for
patients, especially those with profiles of childhood and migration-related adversity.
Second, these findings will help identify potential psychosocial barriers to the search for
and utilization of mental health services among samples with similar demographics.
Subsequently, specific preventative efforts such as outreach programs and initiatives can
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be put into place to help minimize the prevalence of mental health stigma and to better
inform communities of mental health services available to them.
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Table 1
Descriptive characteristics of the demographic and key measures in the clinic sample
(N = 340)
N
%
Variable
Sex (female)
227
66.8
Ethnicity (Hispanic/Latinx)
79
23.2
Race
White
153
45
Black
56
16.5
East Asian
23
6.8
South/Southeast Asian
13
3.8
Middle Eastern
6
1.8
Indigenous American/Native peoples of the Americas
1
0.3
Biracial/Multiracial
28
8.2
Race not listed
1
0.3
Identifying ethnically, not racially
59
17.4
Household Income (annual, USD)
<20,000
120
35.6
20,000-39,999
86
25.3
40,000-59,999
44
12.9
60,000-79,999
32
9.4
80,000-99,999
19
5.6
≥100,000
36
10.6
Receive government assistance (yes)
43
12.6
History of mental health services (yes)
232
68.2
Born in the US (yes)
255
75
Mean (SD) Min - Max
Age*
27.92 8.52
18 - 65
Adverse Childhood Experiences (ACE-Mini)***
3.58
2.38
0 - 10
Psychiatric Symptoms (BSI)*
68.99 38.23
1 -182
Trait Emotional Intelligence (TEIQue-SF)*****
132.88 26.82
61 - 198
Attachment Avoidance (ECR-RS Abbreviated)*
3.63
1.08 1.17 - 6.42
Attachment Anxiety (ECR-RS Abbreviated)**
2.74
1.47
.47 - 8.11
Perceived Social Support (PSSS)***
9.64
3.21
3 - 15
Mental Health Stigma (PDDS)****
1.62
0.44
.17 - 3
Acculturation (SMAS)******
2.71 0.040 1.84 - 3.94
* N = 340 ** N = 338 *** N = 336 **** N = 330 ***** N = 290 ****** N = 287
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Table 2
Descriptive characteristics of the demographic and key measures in the student
sample (N = 200)
N
%
Variable
Sex (female)
152
76
Ethnicity (Hispanic/Latinx)
81
40.5
Race
White
23
11.5
Black
29
14.5
East Asian
23
11.5
South/Southeast Asian
30
15
Middle Eastern
8
4
Indigenous American/Native peoples of the Americas
3
1.5
Biracial/Multiracial
20
10
Race not listed
7
3.5
Identifying ethnically, not racially
57
28.5
Household Income (annual, USD)
<20,000
66
34.4
20,000-39,999
59
29.5
40,000-59,999
22
11
60,000-79,999
16
8
80,000-99,999
9
4.5
≥100,000
20
10
Receive government assistance (yes)
44
22
History of mental health services (yes)
43
21.5
Born in the US (yes)
131
65
Mean (SD) Min-Max
Age*
19.91 2.67 18.0-39.25
Adverse Childhood Experiences (ACE-Mini)*
1.99
2.1
0 - 10
Psychiatric Symptoms (BSI)*
49.44 40.16
0 - 185
Trait Emotional Intelligence (TEIQue-SF)****
144.54 25.73 69 - 202
Attachment Avoidance (ECR-RS Abbreviated)*
3.41
1.09
1 - 6.33
Attachment Anxiety (ECR-RS Abbreviated)***
2.34
1.25 .75 - 6.67
Perceived Social Support (PSSS)**
9.54
3.36
3 - 15
Mental Health Stigma (PDDS)**
1.65
0.41 .58 - 2.67
Acculturation (SMAS)*****
2.63
.37 1.72 - 3.81
* N = 200

** N = 197

*** N = 196

**** N = 171

***** N = 170
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Table 3
Correlations among key variables in the clinic sample (N =340)
Variables
TEI Global
BSI
TEI Global
----BSI
-.680***
----ACE
-0.182**
.298***
PSS
.259***
-0.169**
MHS
-0.141*
.215***
Acculturation -0.028
0.092
A. Avoidance -0.512*** .418***
A. Anxiety
-0.394*** .411***
Note. TEI = Trait Emotional Intelligence;
BSI = Brief Symptom Inventory;
ACE = Adverse Childhood Experience;
PSS = Perceived Social Support;
MHS = Mental Health Stigma;
A. Avoidance = Attachment Avoidance;
A. Anxiety = Attachment Anxiety.
* p < .05. ** p <.01. *** p < .001

ACE
-----0.132*
.148**
0.093
.352***
.303***

PSS

MHS

-----0.103
-----0.061
-0.089
-0.265*** .266***
-0.235*** .216***

Acculturation

-----0.003
-0.017

A.
Avoidance

----.424***
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Table 4
Correlations among key variables in the student sample (N = 200)
TEI
Variables
Global
BSI
ACE
PSS
MHS
TEI Global
----BSI
-.548***
----ACE
-0.205**
.396***
----PSS
.258**
-.250*** -.115
----MHS
-0.151*
0.127
0.127
0.033
----Acculturation
-0.034
0.126
0.018
0.055
0.098
A. Avoidance
-0.416*** .389*** .320*** -.313*** 0.062
A. Anxiety
-0.454*** .424*** .264*** -.281*** 0.071
Note. TEI = Trait Emotional Intelligence;
BSI = Brief Symptom Inventory
ACE = Adverse Childhood Experiences;
PSS = Perceived Social Support:
MHS = Mental Health Stigma;
A. Avoidance = Attachment Avoidance;
A. Anxiety = Attachment Anxiety.
* p < .05.
** p <.01.
*** p < .001

Acculturation

----0.113
0.043

A.
Avoidance

----.529***
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Table 5
One-Way Analysis of Variance of ACEs, TEI, and BSI Between Groups
Predictor
Sum of Squares df
Mean Square F
ACEs
Between groups 320.29
1
320.29
61.73
Within groups
2770.62
534
5.19
Total
3090.91
535
TEI
Between groups 14621.55
1
14621.55
20.95
Within groups
320405.28
459
698.05
Total
335026.83
460
BSI
Between groups 48120.52
1
48120.52
31.71
Within groups
816357.23
538
1517.39
Total
864477.75
539

p
.000

.000

.000

Table 6
Summary of multiple linear regression predicting psychiatric symptoms in the clinic
sample (N = 340)
Variable B
SE(B) ß
t
Sig. (p)
R Square Change
MHS
10.27
3.67
0.123
2.80
0.005
0.015
TEI
-0.934 0.062
-0.660
-15.037 0.000
0.459

Table 7
Summary of multiple linear regression predicting psychiatric symptoms in the student
sample (N = 200)
Variable B
SE(B) ß
t
Sig. (p)
R Square Change
MHS
5.82
6.26
0.061
0.930
0.354
0.004
TEI
-0.811 0.100
-0.535 -8.143
0.000
.296
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